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HAIRMAN PAINE: The meeting will 

please come to order. It is customary at this 
time, as you know, to hold a business meeting 
to transact certain affairs of the Section. It 
seemed wise to the committee this year to hold 
this business meeting in advance of the regular 
papers. 

First, on the order of business, are the minutes 
of the preceding meeting. To save time the 
chairman will entertain a motion to suspend the 
reading of the minutes of the preceding meeting. 


On motion it was voted to dispense with the 
reading of the minutes of the preceding meeting. 


CHAIRMAN PAINE: The business to be trans- 
acted at this time is, first the election of officers 
for the coming year. It is customary for the 
chairman to appoint a nominating committee 
which submits a list of officers to be balloted 
upon. The chairman has appointed for the nom- 
inating committee, Dr. Foster S. Kellogg of Bos- 
ton, Dr. Frederick L. Good of Boston, and Dr. 
Arthur G. Edgelow of Springfield. I will ask 
that committee to be prepared to submit a list 
of names for officers. 

Next in order of business are the reports of 

committees. The committee which has been 
studying Puerperal Sepsis for a number of years 
will be unable to report at this time. because its 
chairman, Dr. Mongan, is attending to his duties 
at the meeting of the American Medical Associa- 
tion in Philadelphia. With your permission his 
report will be incorporated in the records of the 
Section. 
_ I think there are no other committees to re- 
port at this time. Is there any new business to 
come before the Section? (No response.) Has 
anyone any business which he wants to place 
before the Section for consideration? (No re- 
sponse.) Is Dr. Meaker here? 


Dr. Samuet R. Meaxer: Mr. Chairman, I 


have a letter from Dr. Joseph Colt Bloodgood of 
Baltimore, the subject matter of which he desires 
to have presented to the medical profession in 
Massachusetts, both at this meeting and through 
the local journal. I can condense it. Dr. Blood- 
good ealls attention to the fact that the preven- 
tion of cancer of the cervix is lagging behind 


the prevention of cancer of other organs, and he 
attributes that unfortunate state of affairs to 
the fact that women are not so conscious of the 
early symptoms of cancer of the cervix as they 
might be, let us say, of those of cancer of the 
breast. He feels, after having had the opinion 
of about three hundred of the country’s obstetri- 
cians and gynecologists, that propaganda ear- 
ried directly to the laity on the subject of early 
diagnosis of cancer of the cervix is more or less 
hopeless, and he decides that the only way in 
which this will be accomplished better is by 
having the medical profession itself take 
more of the initiative. As a concrete proposition 
he suggests that every obstetrician should in- 
struct his postnatal patients to report for a di- 
rect examination preferably every six months 
and at least every year, for an indefinite time. 
In this way the responsibility is put more upon 
the doctor and less upon the patient than is the 
case at present. 


CHAIRMAN Parner: You have heard the com- 
munication from Dr. Bloodgood. Probably no 
action is necessary, but it might be wise to in- 
struct your secretary to notify Dr. Bloodgood 
that the subject of his communication has been 
placed before the Section of Obstetrics and 
Gynecology, and a motion to that effect would 
seem to be in order. 


Dr. GeorcE B. Fenwick: I so move, Mr. 
Chairman. 


(The motion was seconded.) 


THE CHAIRMAN: It is moved and seconded 
that the secretary be instructed to communicate 
with Dr. Bloodgood to the effect that his com- 
munication has been received and transmitted to 
the Section. (So voted.) 

Is the nominating committee ready to report? 


Dr. Kettoae: The Nominating Committee 
presents for officers for the ensuing year Dr. 
Frederick J. Lynch of the Boston City Hospital, 
Chairman, and Dr. Frank A. Pemberton of the 
Brookline Free Hospital for Women, Secretary. 


CHAIRMAN Patne: You have heard the report 
of the Nominating Committee; what is your 
pleasure ? 


274 


M. M. S.—SECTION OF OBSTETRICS AND GYNECOLOGY—GREENHILL 


N. E. J. of M. 
August 6, 1931 


Dr. MEAKER: I move that the secretary be 
instructed to cast one ballot for these names. 


(The motion was seconded.) 


CHAIRMAN Pane: It is moved and seconded 
that the secretary be instructed to cast one ballot 
for the slate as presented by the Nominating 
Committee. Are there further nominations to 
be made from the floor? If not all those in favor 
of the motion signify it by saying aye. Opposed. 
It is a vote. Your secretary has deposited the 
following ballot for officers for the ensuing year: 
Chairman, Frederick J. Lynch; Secretary, 
Frank A. Pemberton. 

It is customary at this time for the chairman 
to report the activities of the Section for the pre- 
ceeding year. With your permission, the chair- 
man will give his complete report to the secre- 
tary to be incorporated in the records of the Sece- 
tion. 

Briefly the activities of the Section during the 
preceding year have been, as in the past, the 
participation by members of the committee in 
the meetings of various district societies and 
medical organizations. During the past year 
uterine bleeding has been the subject discussed, 
with stereopticon illustration. Nine such meet- 
ings have been held and the members of the 
committee have met with approximately 850 
members of the profession throughout the State 
in the discussion of our mutual problems. 

The chairman will take this opportunity to 


THE ESSENTIALS OF 


express his appreciation of the codperation of 
the members of the committee in carrying out 
the work of the Section, which, as you realize, 
entails a considerable amount of detail. He .. 
would be remiss if he did not express on behalf 
of the committee its appreciation of the cordial 
hospitality of the various medical groups in the 
State, which have entertained us. One may not 
speak too highly of the courteous interest dis- 
played in the visits of your committee, or of the 
hospitality extended to it, going so far, in one 
instance, as to furnish a motorcycle police es- 
cort to the place of meeting, allowing your com- 
mittee to experience for a short time, anyway, 
some of the sensations of visiting royalty. 

If there is no further business we will pro- 
ceed with the scientific program. The first speak- 
er on that program is well known to us by repu- 
tation. Associated with Dr. DeLee, he has long 
been identified with the progressive obstetrics 


of Chicago. I take great pleasure in introducing 


to a Boston audience Dr. J. P. Greenhill of 
Chicago. Dr. Greenhill. 


Dr. J. P. Greenuiitu: I should first like 
to thank the members of the committee for 
inviting me here this afternoon. I esteem it a 
great pleasure to be here, and I assure you that 
I appreciate it very much. I should also like 
to apologize for reading my paper rather than 
speaking directly to you. As you know, the sub- 
ject of postnatal care includes many details and 
I do not want to omit any of them. 


POSTPARTUM CARE* 


BY J. P. GREENHILL, M.D.t 


URING the last few years teachers of ob- 

stetrics have stressed the importance of pre- 
natal care with the result that most general 
practitioners as well as specialists realize the 
value of this phase of obstetrics. Physicians 
now generally examine their maternity patients 
at the time of their first visit and subsequently 
take the blood pressure and examine the urine 
at more or less definite intervals. Because of 
this routine, many abnormal conditions, notably 
eclampsia, are avoided. All over the country 
prenatal clinics are in existence and the results 
of their work amply justify their continued 
maintenance. On the other hand, there are com- 
paratively few postpartum clinics in spite of 
the fact that care after pregnancy is most es- 
sential. For most physicians, postnatal care con- 
sists of a small amount of attention for ten or 
twelve days after delivery and then a final ex- 
amination at the end of six or eight weeks. Fur- 
thermore, this examination is usually a cursory 
one. Many pathological conditions are over- 
looked and the result for some women at least 
is more or less persistent invalidism. 


*Read before the Massachusetts Medical Society, June 9, 1931. 


+Greenhill—Associate in Obstetrics, Northwestern University 
Medical School. For record and address of author see ‘This 


Week’s Issue’, page 309. 


Properly speaking postpartum care begins in 
the third stage of labor; for it is certain that the 
amount of blood lost in the placental period, es- 
pecially if the patient is exhausted from a long 
labor, is a determining factor in the convales- 
cence. An ampoule of pituitary extract given hy- 
podermically after the baby is born will help re- 
duce the amount of blood lost. <A policy of 
watchful waiting for spontaneous separation of 
the placenta is much safer than undue manual 
manipulation to hasten the separation. As soon 
as the placenta has been released from the 
uterine wall it should be expressed by push- ~ 
ing the contracted uterus downward in the mid- 
line. After the placenta is delivered, all lacera- 
tions of the perineum should be repaired. If the 
patient is in a hospital and there is sufficient as- 
sistance and good light, lacerations of the cervix 
should also be sutured. In a home with poor 
light and no assistance it is best not to repair 
cervical lacerations unless they produce hem- 
orrhage, and even then it might be more ex- 
pedient to pack the uterus and vagina firmly. 

Since exhaustion is a factor in the type of 
recovery, we hasten delivery of the child in 
primiparas when the head is visible, either by 
making an episiotomy or by combining an 
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episiotomy with a low, prophylactic forceps op- 
eration. The episiotomy is repaired immediate- 
ly after the placenta i is delivered. If a patient 
is exhausted it is safer to postpone the repair 
of lacerations or an episiotomy for 24 or more 
hours because the added anesthesia may un- 
favorably influence the patient’s condition. Lo- 
cal anesthesia should be used for the delivery 
of some obstetric patients especially those with 
toxemia and respiratory infections. 


HE PUERPERIUM 


After the delivery of the placenta, the puer- 
peral period begins and it does not end until all 
the organs of reproduction have returned to 
their normal status. This period usually lasts 
from six to twelve weeks but may require much 
longer. It is generally divided into a strictly 
lying-in interval which lasts from ten to four- 
teen days and a further interval of four to eight 
weeks during which the patient gradually re- 
sumes her usual activities and at the end of 
which time she returns to her physician for a 
so-called final examination. However, after this 
examination very few patients receive any care 
and because of this neglect many women suffer 
incaleulable harm. We shall discuss each pe- 
riod separately. 


THE LYING-IN PERIOD 


Immediately after delivery the mother re- 
quires rest, hence this should be secured and 
preferably with the aid of a sedative. Visitors 
Should be barred and the baby should not be 
brought into the patient’s room for at least 
eight hours after birth. A half dram of ergot 
by mouth four times a day for a few days aids 
involution. Elevation of the patient’s head and 
shoulders or the head of the bed helps secure 
drainage of the lochia and also hastens involu- 
tion. The patient’s head should not be elevated 
however, if she has had a hemorrhage. An ice- 
bag applied to the lower abdomen is also help- 
ful. Involution takes place not only in the 
uterus but also in all the tissues of the pelvis, 
the ureters, and the abdominal wall. Many 
things may hinder involution such as infection, 
relaxation of the pelvic tissue due to laceration 
and pressure, retroversion of the uterus and con- 
stipation. If permanent pathological conditions 
remain, the patients complain of pain, leukor- 
rhea and abnormal bleeding. We attempt to 
avoid these symptoms of subinvolution by the 
proper conduct of labor, careful management of 
the patient’s lying-in period and systematic ex- 
amination and treatment after this period until 
the tissues are restored to as normal a condition 
as possible. 

Vulvar pads are not necessary but if used 
should be applied loosely, else they might carry 
infection by damming up the lochia and by 
pushing fecal matter up on to the vulva. The 


pads should be changed after each urination 


and bowel movement and whenever soiled from 
any cause. Vaginal and uterine douches should 
not be given at any time. The vulva should be 
treated as a wound and everything which comes 
in contact with it should be sterile. 

The patient should be encouraged to urinate 
as soon as she is refreshed and every effort 
should be made to avoid the necessity of cathe- 
terization. One may try the sound of running 
water, having the patient blow into a bottle, 
warm stupes over the pubis and a hot enema. 
Frequently, sitting straight up in bed will per- 
mit the patient to urinate spontaneously. If 
catheterization is necessary it should be carried 
out under strict aseptic precautions at least 
twice a day. Following each catheterization it 
is advisable to instill an ounce of 1% silver 
nitrate into the bladder. Even after the pa- 
tient begins to void spontaneously, she should be 
catheterized once a day immediately following 
a spontaneous urination, until less than one 
ounce of urine is obtained. This is to drain off 
the residual urine which Curtis has shown to 
be harmful. 

The patient’s bowels may best be emptied 
by a daily enema after the second day. There 
should be at least one evacuation daily. Proper 
diet, mineral oil and milk of magnesia may help 
to secure this result. 

The diet should consist chiefly of liquids on 
the first day but after this a regular diet may 
be had. The patient must not, however, over- 
eat in an attempt to secure and maintain an 
abundant supply of milk. With few reserva- 
tions the patient may have almost any kind of 
food she desires. A diet rich in proteins is con- 
ducive to an abundant milk supply, but these 
who have toxemia of pregnancy should not be 
given a high protein diet. 

Women who have had toxemia during preg- 
nancy should be carefully watched after deliv- 
ery because in about one-fourth of eclampties 
the convulsions begin for the first time during 
the puerperium. Hence patients who have had 
any signs or symptoms of toxemia during preg- 
naney should have, during the lying-in period, 
a daily blood pressure reading and a daily ex- 
amination of the urine and they should be on a 
low protein and salt-free diet. Patients who 
have had pyelitis during pregnancy should like- 
wise have a daily urinalysis made during the 
lying-in period. If pus and bacteria are found 
in a catheterized specimen, pituitary extract 
should be given hypodermically in addition to 
the usual treatment. 

The breasts require special care during the 
lying-in period. They should be washed with 
soap and water just as the rest of the body but 
the nipples should be cleansed with a saturated 
solution of borie acid or 0.1% solution of sodium 
hypochlorite in sterile water before and after 
nursing. If the supply of milk is limited, the 
Abt electric breast pump may stimulate an in- 
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creased secretion. The pump is also useful in 
cases‘ of small, inverted, fissured or tender nip- 
ples and to secure milk for babies who are 
too premature to nurse at the breast. 
pendulous breasts should be supported either 
with a binder or with adhesive. Engorgement 
may be relieved by an icebag, a hot-water bag, 
or a sedative. Fissures in a nipple should be 
treated immediately either with tincture of ben- 
zoin, silver nitrate or other preparations and 
the breast pump substituted for the baby for 
24 or 48 hours. 

All patients should be encouraged to nurse 
their babies because this is important not only 
for the babies but also for the mothers. In- 
volution is much more rapid in women who 
nurse than in those who do not. During the 
first 24 hours the baby is nursed two or three 
times and after that the child may be nursed at 
three or four hour intervals. It does not seem 
to matter which of these schedules is followed. 
Premature babies of course, are fed more often 
and require special attention. A child should 
not be permitted to pull on the nipple after the 
breast is empty, else cracks and infection may 
result. A very important thing for the mother 
to avoid is constant observation of the baby 
while it is at the breast; for this not only strains 
the eyes and produces headaches but also strains 
the muscles of the neck and back which like- 
wise become the seat of pain. 

Sedatives should be given for after-pains 
which seldom last more than 48 hours. If after- 
pains occur in a primipara one should suspect 
the retention of clots or placental tissue in the 
uterus or the presence of an infection. Seda- 
tives with hot milk should also be given to se- 
cure sufficient sleep because insomnia is fre- 
quently a forerunner of puerperal insanity. 
Suggestion often helps. Toxemiec patients es- 
pecially should be watched for signs of insanity. 

Very few visitors should be permitted to see 
the patient during the first two weeks and cer- 
tainly all individuals with colds or infections 
of any kind should be barred from entering the 
patient’s or the baby’s room. Likewise a physi- 
cian who has recently visited a patient with a 
contagious or infectious disease should not visit 
a puerperal woman. Neither should he ever go 
from an autopsy room or a bacteriological lab- 
oratory directly into a puerperal patient’s 
room. In making rounds at a hospital the doc- 
tor should first visit all his ‘‘clean’’ patients 
and then see his infected ones. 

All patients with infection should be isolated 
immediately. Those with pelvic infections should 
be placed in Fowler’s position, with an icebag 
to the lower abdomen. Ergot should be given 
by mouth, fluids and nourishment forced to build 
up the patient’s resistance and pituitary extract 
given hypodermically to cause uterine contrac- 
tions and stimulate phagocytosis in the uterus 
and parametrial tissue. Fresh air is important. 
The perineum should always be inspected when 


Heavy | sa 


fever develops and if stitches are present, they 
should be removed. A vaginal examination 
should not be made unless it is absolutely neces- 


ry. 
Bleeding which occurs during the lying-in 
period is usually due to retention of secundines, 
to infection or to both. The treatment con- 
sists of rest in bed; an icebag to the lower ab- 
domen, the administration of ergot by mouth 
and pituitary extract hypodermically. The 
uterus should not be invaded unless the hemor- 
rhage is severe because the prognosis is grave 
when this is done. 

The patient is permitted to move freely in 
bed from the first day on. In fact she is en- 
couraged to do so because this favors drainage 
and aids involution. Beginning on the second 
day the patient should be urged to lie on her 
abdomen three times a day for a half hour at a 
time. Starting on the third day she should 
take certain exercises of the arms, legs and ab- 
domen. As soon as the lochia alba appears, 
she should assume the knee-chest position two 
or three times a day. All of these exercises aid 
involution of the uterus and other pelvic tis- 
sues, they frequently prevent retroflexion of the 
uterus, and they assist in restoring some tonicity 
to the abdominal wall. A few deep breaths a 
number of times a day have a beneficial effect 
on the general circulation and therefore on the 
pelvic circulation. 

An abdominal binder is generally advisable, 
especially in multiparas with relaxed abdominal 
walls. It should be applied loosely, however, be- 
cause all it does is relieve the feeling of empti- 
ness, and help steady the uterus when the pa- 
tient moves around in bed during the first few 
days. The uterus should be palpated abdom- 
inally every day. : 

The patient is permitted to sit up high on a 
back rest after the third day and she is gotten 
out of bed after the lochia ceases to be red and 
the uterus has contracted down until it is just 
palpable above the symphysis. This usually 
occurs on the tenth to the twelfth day. From 
two to four days after getting out of bed the 
patient may leave the hospital. 


RECUPERATIVE PERIOD 


On her return home it is best for the patient 
to be carried up to her apartment and she should 
remain in bed for the rest of that day. She 
should not go out for a ride or walk until the 
child is four weeks old. Tub baths may be taken 
after the fourth week, but showers and sponge 
baths should be taken daily before this. During 
the recuperative period a tactful attempt should 
be made to keep away over-solicitous friends and 
relatives. After the fourth week the patient 
should leave her home for at least one or two 
hours each day and spend this time sitting, walk- 
ing or riding in the open air; especially when 
the sun is shining. Gradually normal activities 
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are resumed. Social functions should be reduced period it is usually due to subinvolution. Rest 


| to a minimum. 


During the first few weeks the mental condi- 
tion of the patient should be watched, because 
the strict routine of caring for a new-born baby, 
especially in a small apartment with poor venti- 
lation, may be too much for some women, es- 
pecially primiparas. Fear of immediate con- 
ception may also play a réle. Half of the ob- 
stetric psychoses appear for the first time in 
the puerperium. Hyperthyroidism, pulmonary 
tuberculosis and cholecystitis not infrequently 
flare up after childbirth, hence they should be 
watched for. 


The patient should return for an examination 
when the baby is six or preferably eight weeks 
old. At this time the physician should deter- 
mine the condition of the breasts, the abdominal 
wall, the perineum, the bladder and rectal sup- 
ports, the size and position of the uterus, the 
condition of the adnexa and broad ligaments, the 
presence of any exudates, and the tone of the 
sphincter ani. The cervix should not only be 
palpated but also inspected with a speculum in 
the presence of good light. Note should be made 
of any lacerations, eversion, so-called erosions, 
cysts, leukorrheal discharge and any other ab- 
normality. If any pathological condition is 
found, treatment should be instituted. 

Retroversion of the uterus is found in ap- 
proximately 20% of all puerperal women but 
this is approximately the same incidence as oc- 
curs among all unmarried women without a his- 
tory of pelvic infection, pelvic tumor or preg- 
nancy. Hence retroversion by itself when un- 
complicated usually requires no treatment. How- 
ever, at the time of the first examination after 
labor, if retroversion is found and the uterus is 
enlarged or somewhat softened, the patient 
should be instructed to practise the knee-chest 
posture, the mule kick or the monkey trot. When 
the uterus is not enlarged or softened and the 
patient has no symptoms, these exercises are not 
essential to the well-being of the patient. In the 
cases of retroflexion with subinvolution, if the 
uterus remains unchanged in spite of the vari- 
ous exercises, a pessany should be inserted into 
the vagina for two months. If the retroversion 
persists after removal of the pessary, but pro- 
duces no symptoms, no further treatment is 
given. If, however, symptoms are present when 
the uterus remains retroverted and _ these 
symptoms are absent when the uterus is 
elevated by means of a pessary, an op- 
eration for suspension of the uterus is justi- 
fied. No operation should ever be performed 
for retroversion of the uterus alone unless trou- 
blesome symptoms are present and unless these 
symptoms are completely relieved by the wear- 
ing of a pessary. Frequently a pessary cures a 
retroflexion permanently. It certainly aids in- 
volution of a large, soft, retroflexed uterus. 

If bleeding occurs during the recuperative 


in bed and ergot by mouth usually suffice to 
check this bleeding. If, however, the uterus is 
retroverted, the bleeding may not cease until 
the uterus is elevated and a pessary inserted in- 
to the vagina. 

The return of menstruation varies in different 
individuals. In those who do not nurse their 
babies, the menses usually return in six weeks, 
while in those who do nurse their children the 
first period usually appears after the third or 
fourth month. In some women however, it does 
not return until the baby is weaned. Since the 
first menstrual period is often profuse, the pa- 
tient should be warned about this to avoid 
alarm. Rest in bed will help. 

If the cervix is red and granular and bleeds 
when touched or produces excessive or irritat- 
ing discharge, the simplest and most efficient 
way of curing this is by means of the electric 
cautery. A few treatments at seven to four- 
teen day intervals usually cure so-called cervi- 
cal ‘‘erosions’’ and all the symptoms produced 
by them. No anesthetic is necessary for this 
simple office procedure. 

Lacerations of the cervix can be treated indi- 
rectly by cauterizing the granulation tissue in 
the lacerations. Not infrequently the clefts pro- 
duced by the lacerations are decreased in size 
when the cauterized areas heal. It is important 
that all cervical pathology be promptly treated, 
otherwise the results may be chronic endocervi- 
citis and cervicitis which end in cyst formation, 
fibrosis and hypertrophy. Annoying symptoms 
may follow. Furthermore, active treatment of 
the cervix after childbirth may prevent subse- 
quent cancer of the cervix because there is al- 
most universal agreement that there is a definite 
relationship between the trauma of labor and 
subsequent cervical pathology and cancer of the 
cervix. 


POSTPUERPERAL PERIOD 


Most physicians speak of the examination 
which is made six or eight weeks after delivery 
as a ‘‘final’’ examination. This is unfortunate 
because both the physician and the patient re- 
gard this as the final contact until a new preg- 
nancy begins. While it is true that a certain 
proportion of women are in such good condi- 
tion that they need not return to the physician 
until a new pregnancy occurs, many women un- 
fortunately are not in this category. A large 
proportion of patients have retroversion of the 
uterus, subinvolution, cervical pathology, peri- 
neal lacerations, pyelitis, nephritis, heart disease 
and other medical complications which require 
careful observation and treatment. It is gross 
negligence not to follow up these patients until 
they are relieved of their abnormalities as much 
as possible. Such observation and treatment 
usually must extend over a period of a few 
months but they may require more time. Not 
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infrequently the examination made at the end 
of six or eight weeks reveals no abnormality 
whereas an examination at the end of three or 
four months does. Hence, it is advisable to 
make another examination at the end of four 
months regardless of whether treatment was in- 
stituted at the six weeks’ examination. Still 
better care of patients will be taken if they are 
again examined when the child is one year old. 
In this age of prophylaxis we should educate 
women to come for an examination, especially 
of the pelvie organs, at least once a year. Were 
this a universal custom much invalidism would 
be spared and many deaths from cancer of the 
uterus avoided. 

A word about weaning the baby may not be 
amiss. Breast feedings should be eliminated 
gradually. First a bottle of milk should be 
substituted for one breast feeding, then for two 
feedings and so on. During this period, all 
fluids should be restricted as much as possible, a 
snug breast binder should be worn most of the 
time, and icebags and sedatives prescribed for 
pain. Citrate of magnesia may also be helpful. 

In closing I should like to emphasize that 
just as prenatal care saves the lives of thou- 
sands of women and babies each year, so will 
postpartum care, if conscientiously carried out, 
result in the cure of many abnormal conditions, 
and in the prevention of many others. Most of 
our gynecological patients come to us with ail- 
ments which are directly attributable to child- 
birth and a large proportion of these women 
would have been spared their annoying illnesses 
had they received proper postnatal attention. 
Let us give women as much attention after their 
babies are born as before and we shall avoid 
untold misery. 


Discussion 


CHAIRMAN PaINnE: The discussion of Dr. 
Greenhill’s interesting and fine paper is to be 
opened by Dr. Frederick C. Irving, Professor | % 
of Obstetrics at Harvard Medical School. Dr. 
Irving. 


Dr. FrepertcK C. Irvine: Mr. Chairman, 
Ladies and Gentlemen—It has been a great 
pleasure to listen to such an able description of 
postpartum care. Unfortunately, it is the part 
of the care of women in childbirth to which 
there is not such a great deal of attention paid. 
I ean add nothing except to compliment Dr. 
Greenhill upon the thoroughness and care with 
which he has gone into this very important sub- 
ject. So I shall confine myself to emphasizing 
certain points that we have found of value. 

The first is the question of immediate repair 
work following delivery. You probably know 
that in some clinies it is the custom, after de- 
livery of the child, whether or not there has been 
an undue amount of bleeding, to pull the cervix 
into view with double hooks and inspect it, and, 


if it seems to be torn, to suture it. It seems 
to me that that is a very reprehensible custom. 


The cervix immediately after the birth of the » 


baby probably looks its worst. It has never 
looked so badly before and it never will again. 
A good many of these cervices, when seen six 
weeks postpartum, look fairly well. 

It has been our custom to sew cervices that 
bleed and not even to look at the ones that do 
not bleed. One reason is that we think it is 
very bad policy to invade the vagina at the 
process of birth for any reason at all unless 
that action is demanded. The fewer vaginal 
examinations are made before delivery, the safer 
childbirth is for the patient. The less done 
in the way of operative delivery unless it is 
indicated, the safer it is for the patient, and 
the safer it is for the patient if the recesses 
of the vagina are not explored unless there 
seems to be a reason for it. ‘ 

The perineum, I think, is a different matter. 
All of us were brought up to respect the peri- 
neum. It was supposed to be the mark of the 
skilful accoucheur to deliver a woman without 
any solution of continuity in her perineum. Un- 
fortunately, a good many of the perinea that 
you look at six weeks or even a year after de- 
livery, or when they come in to have their next 
baby, are not so good as they might be. Noth- 
ing has been torn, but there has been a tre- 
mendous amount of stretching. Rupture of the © 
tissue has occurred underneath the mucous mem- 
brane and underneath the skin. 

Since we have adopted the policy at delivery 
of episiotomy when the perineum seems to be 
under undue tension, we have found that the 
end results were very much better. We find 
that the median episiotomy has certain advan- 
tages. In the first place, it does not divide the 
levatores, and in the second place, it is quite 
easy to sew up. It is under no particular ten- 
sion, and if one does not use silkworm gut, a 
great many of the patients do not know that 
their perineum has been divided. 

The question of retention of urine after de- 
livery, Dr. Greenhill has discussed thoroughly. 
His project of catheterizing the patient is cer- 
tainly an excellent one. There has been more 
trouble caused by avoiding the catheter than 
there has by using it. In our hands the most 
effective way of making the patient urinate 
who does not seem to want to is to give her a 
large warm enema. We have had very little 
luck with anything else. We have had very 
good success by putting in a self-retaining 
eatheter. The bladder is kept empty all the 
time and after a few days it has its tone back 
and you can remove the catheter and the pa- 
tient will urinate well. Of course it is impor- 
tant to know that the residual is down to nor- 
mal limits. 

Another important question is the prevention 
of impetigo. I imagine very few of you have 
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seen impetigo occurring in babies that are born 
at home, but it is frequent enough in hospitals. 
All of us who have to do with lying-in hospi- 
tals have been through periods of depression 
when we wondered if impetigo was ever going 
to stop. Judging from the results at the Massa- 
chusetts Memorial Hospitals, something can be 
done about it. We have adopted their routine 
and have found it very effective. When the 
child is born it receives its first and only soap- 
and-water bath. The vernix and blood are re- 
moved. Then ammoniated mercury ointment is 
applied and the baby is oiled either every day 
or every other day, but it is not washed so 
long as it is in the hospital, which is usually 
two or three weeks. The incidence of impetigo 
is very markedly decreased by that very sim- 
ple manoeuvre. 


CHAIRMAN PAINE: The discussion will be 
continued by Dr. William A. Ham, Professor of 
Clinical Obstetrics in Boston University Medi- 
eal School. Is Dr. Ham here? [No response.] 
Dr. Ham apparently has not arrived and I will 
ask Dr. Harold V. Hyde, Instructor in Obstet- 
rics at Tufts Medical School, to continue the dis- 
cussion. Dr. Hyde. 


Dr. Harotp V. Hype: Mr. Chairman, Fel- 
low Members, and Guests—I certainly have en- 
joyed hearing Dr. Greenhill’s most excellent pa- 
per on the essentials of Puerperal Care. The 
subject has been so thoroughly covered that 
there is little left for discussion. I feel that I 
will have to disagree with him on repair of the 
lacerated cervix and join Dr. Irving in the 
opinion that a lacerated cervix should be left 
alone after the delivery of, the baby unless on 
account of hemorrhage. The danger of infection 
is greatly increased by such a surgical pro- 
cedure. I feel that any perineal repair, which 
is not attempted immediately after delivery, 
should be delayed from six to eight months. 
Healing by first intention is then practically as- 
sured, leading to a better result. 

I happen to know of two cases of embolism 
occurring at the time of exercise during the 
puerperium and, therefore, would like to ask Dr. 
Greenhill whether he has encountered any cases 
_ of embolism at that time, and the incidents. 


CHAIRMAN PAINE: The paper is now open 
for general discussion. Many interesting points 
are brought up, especially by the great detail 
with which Dr. Greenhill has gone into the 
procedures presumably employed in his institu- 
tion. Questions must occur to some of the mem- 
bers present, which they would like to ask Dr. 
Greenhill. (No response.) If there is no fur- 
ther discussion I will ask Dr. Greenhill to close 
the discussion. 


Dr. GREENHILL: I am not at all surprised 
that both Drs. Irving and Hyde disagree with 
me on the matter of repairing the cervix imme- 


diately after labor because there is no unanimity 
concerning this matter. In my paper I empha- 
sized that the cervix should be repaired only in 
a hospital, and of course I assume that the 
hospitals in which we work are clean ones. I 
probably should have prefaced my remarks by 
saying that these operations should be done only 
by individuals who are skilled operators. Fur- 
thermore, to repair a cervix properly it is neces- 
sary to have an assistant, good light and proper 
instruments with which to expose the cervix. 
Of course, Drs. Irving and Hyde know how to 
operate, but they, like I, are teachers, and per- 
haps one of the fears they have is that the stu- 
dents and unskilled general practitioners who 
come to their hospitals to watch them will go 
out and do these repairs. Undoubtedly in the 
hands of the latter the results will not be as 
good and the chances for pelvic infections will 
be great. At the Chicago Lying-in Hospital we 
have been repairing the cervix for many years 
and I think we have not had many infections 
which were attributable to these operations. 
However, I must add that we do not often re- 
pair a cervix. Most of the cervical lacerations 
we see are very small and I believe a laceration of 
less than a centimeter should be left alone. As 
Dr. Irving has said, in the process of involution 
nature takes care of a great deal, and this is 
certainly true of small cervical lacerations. 
Furthermore, the small amount of cervical path- 
ology which may result from slight cervical 
tears can readily be cured by means of the elec- 
tric cautery. 

I was glad to hear the favorable remarks 
about episiotomy because I perform an episiot- 
omy on practically all primiparas who have full- 
term babies. If these women return for a sec- 
ond, third or fourth baby they again have an 
episiotomy in the same location. I prefer the 
mediolateral episiotomy, but the difference he- 
tween this and the median is slight. The results 
after an episiotomy are much better than after 
the repair of lacerations. 

It was gratifying to hear Dr. Irving speak in 
defense of the retention catheter. I have been 
using it for years and I have been criticized by 
certain members of our staff. If a patient must 
be eatheterized for more than 24 hours I in- 
struct the nurse to insert a mushroom catheter 
into the bladder and this is left in place 24 
hours. I have seen good results from this vro- 
cedure and I have not seen bad results. The risk 
of urinary tract infection is greater after re- 
peated catheterization than it is after the use of 
a retention catheter. I do not recall a single in- 
stance in my own experience in which a pyelitis 
developed after a permanent catheter was in- 
serted into the bladder. 

The matter of impetigo is a very serious one. 
It is endemic in many institutions. Some cb- 
stetricians believe that it is always with us. 
However, at the Chicago Lying-in Hospital we 
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see very little of it. We have an occasional small|to exercise soon after delivery. I have been 


epidemie of it and are driven to distraction in 
the attempt to get rid of it. It is much easier 
to prevent impetigo than it is to cure it. 

We expose the babies completely; they wear 
absolutely nothing, not even a diaper. We open 
each bleb and apply AgNO3. We also use the 
ultraviolet rays. The results of this treatment 
are highly satisfactory, but our chief good for- 
tune is that we do not often see impetigo. I 
was interested to hear Dr. Irving’s method of 
prophylaxis. Perhaps we shall try it and see 
how it works. 

Now to answer Dr. Hyde’s question as to the 
occurrence of emboli after permitting patients 


connected with the Chicago Lying-in Hospital 
eleven years and during that time we have had 
almost thirty thousand deliveries. Altogether 
I think we have had six deaths from emboli 
among the thirty thousand deliveries, and I do 
not believe we can attribute any case of embolus 
to early getting out of bed or to early exercising. 
I believe it is best for patients to begin moving 
around very early after delivery or after an ab- 
dominal operation. Patients are encouraged not 
only to move around in bed but after a reason- 
able time to lie on the abdomen two or three 
times a day. Occasional deep breathing also is 
a helpful measure. I thank you very much. 


SYMPOSIUM ON THE RELIEF OF PAIN DURING LABOR 


CHAIRMAN PatNeE: One of the important 
subjects agitating the minds of obstetricians at 
the present time as well as their patients is the 
relief of pain during labor and it seemed to the 
committee timely to have an expression of opin- 
ion on that subject by various members of the 
profession. I am going to ask Dr. Charles D. 
McCann, Obstetrician at the Brockton Hospital, 
to open the discussion of this subject. Dr. 
MeCann. 


Dr. D. McCann%*. 


IR James Y. Simpson of Edinburgh, Scot- 
land, was the first to administer anesthesia 
to women in labor. This was in 1847; at first 
he employed ether but a few months later having 
discovered the anesthetic properties of chloro- 
form he used this drug in preference to ether 
for obstetrical work. For a time there was great 
opposition to the idea of relieving labor pains, 
but after a number of prominent women had en- 
joyed the blessings of chloroform it became more 
popular rapidly. It is said that Queen Victoria 
availed herself of its benefits, and in conse- 
quence the method of producing light obstetrical 
anesthesia became known as ‘‘anesthesia a la 
reine’, In this country Mrs. Henry W. Long- 
fellow is reputed to be the first woman to whom 
chloroform was administered for this purpose’. 

The first method that I employed to lessen the 
hardships of labor was the administration of 
ether on the pains, but as many of the most try- 
ing pains are experienced in the first stage of 
labor, and as this stage sometimes lasts for hours, 
if not days, and as it is obviously impossible to 
keep a patient under ether or even partially so 
for that length of time, the desirability of some 
means of carrying the patient comfortably 
through the first stage was evident. 

Morphin and seopolamin was the first com- 
bination used for this particular purpose, but 
the method was never popular in this country, 
chiefly, I believe, on account of the arduous de- 


*McCann—Obstetrician, Brockton Hospital. For record and 
address of author see ‘“This Week's Issue’, page 309. 


tails necessary for its proper administration, 
and of the danger to the baby. We struggled 
along with ether on the pains or nitrous oxide 
similarly used until Gwathmey brought out his 
Synergistic analgesia. His technique combined 
the use of morphin and magnesium sulphate 
given intramuscularly with ether, quinin, olive 
oil, and alcohol by rectum. 

In 1925, following the publication of his ex- 
periences, we began to follow his technique and 
used it routinely for several years. There are 
several objections to the Gwathmey procedure, 
for although the technique is fairly simple there 
are a great many details that have to be watched 
and where one is not working with the same 
corps of assistants all the time, and the proce- 
dure is not given often enough to acquaint every- 
body with the importance of its details, it fre- 
quently falls upon the obstetrician himself to 
carry out the treatment in its entirety. It is 
true that the materials can be carried into the 
home and used there very efficaciously, but it 
involves considerable trouble and time on the 
part of the obstetrician. 

As you all undoubtedly know the procedure of 
Gwathmey is to give a deep intramuscular injec- 
tion of two c.c.’s of 50% solution of magnesium 
sulphate in which has been dissolved %4 gr. of 
morphia. This injection is given when the pa- 
tient is having four to five minute pains and the 
os is two fingers dilated. Twenty minutes later 
a second injection of magnesium sulphate is 
given deeply into the muscles of the thigh. Then, 
at the end of an hour, if the patient does not 
obtain relief the rectal instillation is given. To 
give this rectal instillation, the solution must 
be warm and the rectal tube filled with warm 
oil, the patient having previously been smeared 
with oil or vaseline about her anus. Between 
the pains and using the greatest amount of care, 
taking at least fifteen minutes for the whole 
procedure, the rectal tube is inserted into the 
rectum. This tube should pass along beside 
the baby’s head and must not be allowed to curl 
up in the rectum. The solution is allowed to 
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run in very slowly, and is followed by some 
more oil. The tube is then removed, and it is 
often necessary to hold a pad against the pa- 
tient’s rectum so that she will not expel the 
solution. Twenty minutes later a third injec- 
tion of magnesium sulphate is given in the man- 
ner previously described. While this perhaps 
does not sound very arduous, it seems to me that 
if one had to do most of this himself, in every 
case, he would be searching around for an easier 
method of alleviating the pains of labor. The 
patient occasionally complains of the burning of 
the ether in the rectum and almost always she 
can taste it, and these complaints while per- 
haps not serious, are not very desirable. Then 
too, we found that an abscess often developed at 
the site of the intramuscular injection. which 
later had to be incised and drained. These ab- 
secesses never caused any harm that I know of, 
but were quite objectionable to the patient who 
by this time had forgotten that she had been 
helped greatly during her labor and was only 
considering her departure from the hospital. 
These abscesses never kept anyone in the hos- 
pital longer than they ordinarily would stay, 
and they seldom required any treatment at home. 

Among the most recent procedures to relieve 
the pains of labor is the hypodermic injection 
of pantopon and scopolamin, a method which we 
have found to be very successful. 

Our present routine depends of course upon 
what the condition of the patient demands, as it 
is obvious that if we are dealing with a multi- 
gravida, who is having severe pains and making 
rapid progress the simplest and most efficient 
method is to give a little ether on the pains. This 
is a very safe and easily administered anesthetic 
and can be given by any human being. Fre- 
quently the patient receives more ether than she 
needs and wakes up out of a sound sleep think- 
ing thateher labor is over and the child is born, 
and while this event, repeated with each pain, 
is frequently annoying, it is not serious. 

In this same type of case nitrous oxide is often 
used, but in my experience if the pains are very 
severe, the relief obtained from nitrous oxide 
is not sufficient to satisfy either the patient or 
me. If the patient is a primigravida and hav- 
ing the usual first stage, or if a multigravida and 
having a prolonged first stage, we give a hypo- 
dermic injection of pantopon, grains 1/3, and 
scopolamin, grains 1/150, repeating the scopol- 
amin in 14 hour, if the patient has not ob- 
tained relief. It is unwise to give this combina- 
tion if delivery is expected within three hours 
as the baby may be drowsy and cause concern. 
Given this way pantopon and scopolamin render 
the patient very sleepy and while they may 
arouse themselves on the pains, even to moaning 
or erying, it is usual to expect no recollection 
after the first hypodermic, and the patient re- 
members none of the painful features of her 
labor. This treatment can be repeated if full 


dilatation has not taken place. The method is 
easily administered and perfectly safe; there 
seems to be no delay in the progress of labor and 
we frequently give nitrous oxide or ether when 
the child is actually being delivered. We have 
seen no ill effects from the use of these drugs 
although I have occasionally had a baby who 
was drowsy and apneic, but this baby always 
came around shortly simply by being kept warm. 
If the pantopon-scop in method has not 
given any relief we then give the rectal analgesia 
of Gwathmey and there have been no bad ef- 
fects from the combination of these two methods. 


REFERENCE 
1 Obstetrics for Nurses—Plass. 


en 


CHAIRMAN PAINE: Continuing the subject, 
Dr. Joseph W. O’Connor, Obstetrician at the 
Memorial Hospital in Worcester, will speak. 
Dr. O’Connor. 


Dr. JosepH W. O’Connor*. 


F one were to seek an appropriate text to pref- 
ace this discussion he might well content 
himself with the lines of the poet, 

‘*Pain is perfect misery, the worst of evils. 
and excessive, overturns all patience.’’ 

How truly this deseription applies to the pain 
of childbearing every practitioner of obstetrics 
will bear ready testimony. 

The last hundred years have witnessed persist- 
ent attempts to accomplish the relief of pain in 
labor and although from chloroform to pernoc- 
ton each procedure has met its measure of suc- 
cess, probably no one of us is rash enough to 
declare that as yet a universally safe and effi- 
cient method has been proposed. We, as a group. 
are still confronted with the problem of selecting 
a procedure equally well suited to the individual 
needs of the patient and the physician. 

There are certain definite demands that must 
be made of every method. It must be safe for 
the mother and her unborn child. It must be 
efficient in the alleviation of pain. It must be 
sufficiently simple in application to be trusted 
to the skill and judgment of subordinates. 
These premises represent the minimum in rea- 
sonable and just requirements. If you would 
allow yourself greater latitude you must be will- 
ing and ready to accept the consequences. 

The choice of procedure will depend largely 
upon the facilities available. In a well-equipped 
maternity hospital the results with any method 
should be at their best, but even in hospitals the 
success of a technique is commensurate with the 
skill, intelligence and judgment of the personnel 
at hand. Since the demands of an active prac- 
tice prohibit one’s personal observation of every 
ease throughout the entire labor the burden of 
responsibility delegated to subordinates should 
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be made as light as possible. The method chosen, 
therefore, should present the minimum occasion 
for alarm or panic and should offer early and 
clear-cut warnings of untoward reactions. To 
the speaker, after twenty years of obstetrical 
practice during which various methods for relief 
of pain in labor have been tried, the proce- 
dure about to be described has afforded a mini- 
mum of anxiety and a reasonable measure of 
success. No fixed routine is followed. The end 
sought is to minimize suffering by ameliorating 
the pain of the first stage by hypnosis and by re- 
ducing that of the second stage by anesthesia 
and prophylactic forceps delivery. 

The technique employed is as follows: 

In the first stage, as soon as uterine contrac- 
tions are regularly established, the patient is 
given 1/6, occasionally 14 grain of morphine sul- 
phate and 2 ce. of sterile 50% solution of magne- 
sium sulphate intramuscularly. The room is 
darkened and the patient is disturbed only when 
necessary. The morphine and magnesium sul- 
phate may be repeated once, rarely twice, but 
never if delivery seems likely to occur within 
three hours of the last injection. Whenever the 
initial dose of morphine acts as a stimulant 
rather than a sedative to the patient or if it 
cause a marked decline in the fetal heart rate, 
20 to 30 grains of chloral hydrate in 4 ounces of 
5% solution of glucose is given by rectum and 
repeated as indicated. When the os is two- 
thirds to three-quarters dilated the patient is 
taken to the delivery room and given nitrous 
oxide and oxygen through a Heidbrink inhaler. 
The initial mixture is 90% and 10% respective- 
ly but the percentage of oxygen may be in- 
ereased as conditions warrant. At the very he- 
ginning of a contraction, as noted by palpation 
of the uterus, the patient is told to take three 
deep breaths, the number being increased or re- 
duced to secure analgesia without loss of codp- 
eration. If it is desirable to have the patient 
bear down, the inhaler is removed at the end of 
the third inspiration and she is instructed to 
hold her breath and push. When the head 
crowns well it is the writer’s custom to carry 
the anesthesia to a degree sufficient to permit 
episiotomy and delivery by low forceps. As the 
head is being delivered the nitrous oxide is shut 
off and oxygen alone run through the inhaler 
so long as the cord pulsates. The patient is then 
given 1 ce. of Infundin intramuscularly and the 
anesthesia resumed for inspection and repair 
of the perineum and occasionally for delivery of 
the placenta. If insufficient relaxation occurs or 
a more difficult delivery is encountered a small 
amount of ether is administered with the gas- 
oxygen mixture. It is rarely necessary to use 
more than a few cubic centimeters. Special care 
is taken to avoid crowding the nitrous oxide to 
the point of producing cyanosis. The operator, 
by observing the color of the blood, is in a posi- 
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the oxygen percentage in the gas mixture will 
correct the condition promptly. 

Since January 1, 1928, the writer has em- 
ployed some modification of the method de- 
seribed in seven hundred and twenty-four pelvic 
deliveries. The results in general have been very 
Satisfactory. Except for a rare idiosyncrasy to 
the opium derivatives we have found no con- 
traindications to its use. The patients are quiet 
and easily managed. Recovery from the anes- 
thesia is rapid although a slight desirable som- 
nolence attributable to the morphine frequently 
persists for some time after delivery. Post-an- 
esthetic vomiting has been of rare occurrence. 
Excessive blood loss occurred in seven patients, 
two of whom had uterine fibroids, one abruptio 
placentae and one a history of abnormal bleed- 
ing in four previous confinements. In the three 
remaining cases the anesthesia may be charged 
at least with complicity in the hemorrhage by 
inhibiting uterine contractions in the third 
stage. Neither uterine packing nor transfusion 
was required in any of this group. 

There were six maternal deaths in the series 
for which the method was entirely blameless. 
There were thirty-eight stillborn infants of 
whom sixteen were macerated, three were mon- 
sters and five died from abruptio placentae. The 
remaining fourteen were operative deaths in 
which accidents of labor contributed somewhat 
to the mortality. In three of these, long periods 
of maternal apnea during the anesthesia may 
place much of the responsibility on the nitrous 
uxide. Except in these fourteen cases resuscita- 
tion of the infant was relatively easy. The use 
of morphine in our experience has not appre- 
ciably increased this problem. 

As a result of his experience with this method 
which is neither new nor spectacular, the writer 
believes that by its use much relief of the pain 
in labor can be accomplished with safety and 
efficiency. While he recognizes that it falls far 
short of that perfection we seek for our patients 
which is complete obliviousness of conscious suf- 
fering, he is not as yet so intrigued by the prom- 
ises of modern pharmacology that he is willing 
to barter the tangible though scant peace of 
mind which is the meager dole of the obstetri- 
eian for the alluring but uncertain complexity 
of painless childbirth. 


CHAIRMAN Paine: The symposium will be 
continued by Dr. Albert E. Parkhurst of the 
Beverly Hospital. Dr. Parkhurst. 


Dr. ALBERT E. ParKHURST* : 


LL of us who do obstetrics try to lessen or 
relieve the pain and discomfort of the 
parturient woman. While the pain of normal 
labor is never completely eliminated much can 
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be done to relieve it. Today practically all , 


women expect and even demand that their labor 
be made as comfortable as possible. To be able 
to do so is good obstetrics and when well done 
gives the obstetrician great satisfaction as well 
as the everlasting gratitude of his patient. 

Obstetrical anesthesia during labor generally 
means analgesia or insensibility to pain. To ob- 
tain this several methods are available and the 
particular one adopted by each obstetrician will 
depend somewhat upon his training and experi- 
ence, his patient, and upon the conditions under 
which he does obstetrics. No one method can 
be generally adopted that involves difficult or 
complicated technique, that does not give fairly 
uniform results or is not safe for both mother 
and baby. Nitrous oxide and oxygen preceded 
by morphine and scopolamine has in my experi- 
ence fulfilled these conditions. 

According to Cushny' nitrous oxide is much 
the safest of the anesthetics. It has a special 
effect on the central nervous system depressing 
the brain as does ether or chloroform. It is ab- 
sorbed into the blood without forming any com- 
bination with it. It is entirely and quickly elim- 
inated by the lungs and the return to conscious- 
ness is prompt when the anesthesia is stopped. 
The circulation is but little affected and the 
rise in blood pressure is due to the asphyxial 
condition of the blood. In experimental work on 
animals Bock? found that when oxygen was 
added to avoid asphyxia a pressure of three 
atmospheres of nitrous oxide was the lowest 
fatal concentration, which is three times as great 
as that necessary for anesthesia, a much greater 
difference between the efficient and the fatal 
dose than holds for any other anesthetic. 

Williams® states that it was not until 1915 
that the usefulness of nitrous oxide for induc- 
ing obstetrical anesthesia was emphasized when 
Webster, Lynch and Davis called particular at- 
tention to this method. They pointed out that 
a few breaths of a mixture of gas and oxygen 
given at the onset of a contraction gave the same 
type of analgesia as does chloroform, that it 
stimulated rather than diminished the frequency 
and strength of uterine contractions and had 
no harmful effects upon either mother or baby. 
Lynch also claimed that it could be begun early 
in labor and continued indefinitely. Since then 
it has been widely adopted by obstetricians. 
Modern apparatus is much less cumbersome and 
complicated and has so simplified the technique 
that today it is routine equipment in most hos- 
pitals where much obstetrics is done. 

Although one need not be a skilled anes- 
thetist to use gas and oxygen for obstetrical 
anesthesia he must know what he is trying to 
accomplish and understand how to operate his 
machine. Naturally the oftener he does it the 
better will become his technique and the more 
successful his results. It requires time, atten- 
tion to details and the codperation of the patient. 


The more successful the analgesia the better will 
the patient stand her labor and the better will 
be her condition during and after delivery. 

One’s procedure will naturally vary some- 
what depending on the patient’s general condi- 
tion, her parity, the character of her previous 
labors and upon how far she is in labor. If 
she is a primipara it is my habit to give her 
hypodermically 1/4 grain of morphine with 
1/150 grain of scopolamine as soon as her pains 
cause much discomfort. This will give consid- 
erable relief for four or five hours. Then if she 
is very uncomfortable and has made but little 
progress, as is often the case in elderly primip- 
arae or in posterior positions with ruptured 
membranes, I repeat the narcotic, the dosage de- 
pending upon the results of the first and upon 
my estimate of the probable duration of labor. 
In my experience the combination of morphine 
and scopolamine gives better results than mor- 
phine alone and I have not observed any harm- 
ful effect upon the baby. I never give it late 
in the first stage, during the second, or if I ex- 
pect the patient to be delivered within four 
hours. When the cervix is three or four fingers 
dilated the pain is usually too severe to be con- 
trolled by the narcotic and she is then given 
intermittent anesthesia with gas and oxygen. 
If desired it may be begun sooner than this. 
A multipara is rarely given a narcotic if she is 
really in labor. When her pains cause much 
discomfort and her cervix is dilated two or three 
fingers she is given nitrous oxide analgesia which 
is kept up until delivery. 

To be successful the proportion of nitrous 
oxide to oxygen must be regulated according 
to the type of contractions. A stronger mixture 
is needed for short quick pains than when they 
are more gradual in onset and longer sustained. 
Thus by this method the degree of anesthesia 
is easily controlled and suited to the need of 
each patient. Personally, I use a mixture giv- 
ing ten gallons of oxygen per hour and vary the 
rate of nitrous oxide from one hundred to one 
hundred and twenty-five gallons per hour. 

Before the nitrous oxide and oxygen is started 
its action and method of administration is brief- 
ly explained to the patient and she is told how 
to codperate. At a signal from her or the nurse 
that a contraction is beginning the face piece of 
the apparatus is adjusted and she is urged to 
breath deeply and quickly so long as she feels 
the pain. The anesthesia is stopped as soon as 
she becomes lightly anesthetized or when the 
uterus begins to relax. This procedure is re- 
peated with each contraction until she is ready 
to be delivered. A few deep breaths will give 
momentary loss of consciousness but not com- 
pletely abolish muscular effort. It does not 
retard labor and often makes the pains harder 
and more frequent. Properly given it seldom 
causes any unpleasant effects and may be con- 
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tinued for several hours without danger to 
mother or baby. 

Rectal or vaginal examinations are made 
while the patient is lightly anesthetized. Since 
she is not becoming rapidly fatigued, unless 
some emergency arises, a difficult operative de- 
livery can often be delayed until perhaps more 
progress has been made. A high midhead may 
become a low foreeps operation or a posterior 
position rotate anteriorly when labor is allowed 
to continue another hour or two. Good anal- 
gesia will result in less difficult operative work. 
More primiparae will be delivered normally or 
by low foreeps and with multiparae a greater 
percentage of the deliveries will be normal. 


Under this type of analgesia the morale and 
behavior of the patient present a striking con- 
trast to that observed when a less efficient 
method is used. Instead of being discouraged, 
noisy, restless, exhausted and impatiently beg- 
ging to be delivered, she is quiet, codperative 
and rests between contractions. Frequently the 
patient will say she remembers but little after 
getting the gas. Many a primipara who en- 
tered the hospital apprehensive and frightened 
at the prospect of her labor goes home with the 
statement ‘‘It wasn’t so bad after all.’’ 

For anesthesia during delivery I prefer ether 
with gas oxygen induction as it gives better re- 
laxation. However, good relaxation can be ob- 
tained under gas and oxygen and I have occa- 
sionally used it for both normal and instru- 
mental deliveries when ether was contraindi- 
cated. 

There are no absolute contraindications to the 
use of nitrous oxide and cxygen during labor. 
It may be safely given to patients suffering from 
the toxemias of pregnancy; also those with dia- 
betes, nephritis and heart disease whose condi- 
tion does not preclude labor. It gives prompt 
anesthesia from which the patient quickly re- 
covers. It never delays labor but rather stim- 
ulates the uterus so that the contractions are 
stronger and more frequent. It has no harmful 
effect upon either mother or baby and the pos- 
sibility of a postpartum hemorrhage is not in- 
creased. Properly administered it will give uni- 
formly successful results so long as it is used 
and provide satisfactory relief from pain during 
labor. 


REFERENCES 
1 Cushny: Text Book. Pharmacology and Therapeutics. 1928 
Edition. 


2 Bock: Arch. Exp. Path. and Pharm, LXXV, p. 43. 
3 Williams: Text Book of Obstetrics, 1930 Edition. 


CHAIRMAN PatinE: I will ask Dr. Edward F. 


Shay, visiting Obstetrician and Gynecologist at 
the Fall River General and Union Hospitals, to 
continue the discussion of this interesting sub- 
ject. 


Dr. Epwarp F. SHay*. 
Mr. Chairman, Members of the Massachusetts 
Medical Society and Guests: 
INCE my time is limited to but ten minutes, 
I am of necessity eliminating any disserta- 
tion on the various methods of analgesia. Real- 
izing that there is no one analgesia suitable to 
all cases, that every case is a law unto itself, I 
will concern myself with that type of analgesia 
that has given me the most favorable result. 
namely, morphine and magnesium sulphate and 
nitrous oxid oxygen gas. It is my belief that 
every woman has the right to demand some re- 
lief from pains during labor, and it seems to me 
that it is the duty of the physician to relieve 
her of these pains in the same spirit he relieves 
other suffering. Labor pains cause shock which, 


I believe, is more dangerous than the proper use 


of analgesics. 

Relief of pain during labor has engaged wide- 
spread recognition and consideration of late 
years not only of the medical profession, but of 
the laity. It was not until 1915 that Lynch, 
Davis and Webster directed especial attention to 
the feasibility of including analgesia in normal 
labor by means of nitrous oxid oxygen gas. This 
form of analgesia has the great advantage of 
stimulating rather than retarding the frequency 
and intensity of uterine contractions during the 
second stage and of actually shortening the dur- 
ation of labor. Having employed nitrous oxid 
oxygen gas analgesia during the second stage in 
over two thousand eases, I am prepared to state 
that perfectly satisfactory analgesia can be pro- 
duced by its means. In addition gas does not 
predispose to postpartum hemorrhage; it has 
no deleterious effects on heart or kidneys, and 
from my observations has not produced any in- 
jurious effects on the child or mother. Some 
claim that gas analgesia may be continued for 
hours; I feel its use should be limited to the sec- 
ond stage. While the cost is slightly increased 
this is insignificant when compared to its relief 
and reliability since the cost of gas in ordinary 
cases varies from fifty cents to a dollar an hour. 

Our method is as follows: As soon as the 
gravida starts in labor and the cervix is one or 
two fingers dilated, and partial effacement be- 
gun, she receives an intramuscular injection of 
one-quarter grain of morphia together with an 
ampoule of fifty per cent. magnesium sulphate. 


The dosage of morphia is regulated by the size, 


stature and weight of the patient. In small 
framed underweight patients one-sixth grain 
usually suffices. If sedation does not take place 
within a half hour, or, when sedation begins to 
wear off as is evidenced by restlessness and pain, 
the magnesium sulphate is again repeated. As 
labor progresses and dilatation and effacement 
continue, if necessary another injection of mag- 

*Shay—Preceptor in Obstetrics, Tufts College Medical School. 


For record and address of author see “This Week's Issue’’, 
page 209. 
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nesium sulphate is given. Magnesium sulphate 
synergizes with morphia by prolonging its effect 
and thereby increasing its effectiveness two hun- 
dred to five hundred per cent. The morphine 
is seldom repeated except in such cases as long, 
dry labors with a rigid, unyielding cervix or 
oecipito-posterior positions where rotation takes 
considerable time, but never if delivery is immi- 
nent. Morphine, unless used judiciously, in- 
creases the fetal mortality. DeLee states that 
many babies have been lost by administration 
of morphia ‘‘within the hour’’. The technique, 
so far, is practically the preliminary steps of 
the Gwathmey’s technique. (Gwathmey’s Oil 
and Ether Analgesia.) When the cervix is com- 
pletely dilated the patient is taken into the de- 
livery room, and nitrous oxid oxygen gas is ad- 
ministered with each contraction. With the 
first suggestion of the uterine contraction the 
patient is given two deep inhalations of pure 
nitrous oxid oxygen gas; five per cent. oxygen is 
given with the third; and from ten to twenty 
per cent. is given subsequently. The progress of 
labor is followed by means of rectal examina- 
tions; a vaginal is rarely made unless for a defi- 
nite indication. The fetal heart rate, of course, 
is followed with the usual care. As labor be- 
comes well advanced the patient is instructed to 
hold her breath and bear down after the fourth 
or the fifth inhalation. More nitrous oxid oxy- 
gen gas is often required during the delivery of 
the head; but the patient should not become an- 
esthetized, as she will then lose her self-control 
and struggle as in ether. After the delivery of 
the baby, which is usually by prophylactic low 
forceps and median episiotomy the cord 
severed and ligated and the prophylactic treat- 
ment is given the eyes; we then proc with 


whatever perineal suturing there is to be done, de-. 


liver the placenta and discontinue the gas. 


Among a certain class of patients in whom the, 


financial deliberation is not of paramount issue, 
the continuous administration of gas during the 
first, second and third stage terminates an ideal 


confinement, and appears to be the model stand- 


ard set by the twentieth century mother. 
CONCLUSIONS 


(1) 
tration of gas as when no anesthetic is given. 

(2) The actual cost is small when compared 
with prevention of shock and suffering. 

(3) Gas stimulates rather than retards uter- 
ine pains. 

(4) It has no injurious effects on the heart or 
kidneys of the mother or child. 

(5) It does not produce postpartum hemor- 
rhage. 

(6) Nitrous oxid oxygen gas can cause death 
only by asphyxia; this is practically impossible 
if the mixture contains sufficient oxygen. 

(7) It gives an increased control over pa- 
tients and can be administered safely at home. 

(8) Nitrous oxid oxygen gas appears to ro- 


is. 


Babies ery as quickly after the adminis- 


tate occipito-posterior positions because it allows 
labor to progress normally. 


SUMMARY 


I would like to make a plea for the more gen- 
eral usage of nitrous oxid oxygen gas, first 
because of its ease of administration, secondly 
because of its freedom from damage to the 
mother and baby, thirdly because of its tendency 
to allow labor to progress more normally, and, 
finally, because it prevents undue haste in the 
too often premature application of forceps, thus 
favoring eutocia which should be the desire of 
every mother and the aim of every physician 
practicing obstetrics. 


Discussion 


CHAIRMAN PAINE: I will now call upon Dr. 
Joseph P. Cohen, Visiting Obstetrician and 
Gynecologist, Boston City Hospital, to continue 
this discussion. 


Dr. JosePH P. Conen: It has been extremely 
interesting to listen to this symposium on an- 
algesia in obstetrics. I do not know of anything 
today that is engaging the attention of the laity 
—especially of those women who are going to 
or expect to undergo the hazards and privileges 
of maternity—more than this particular subject. 
So I think that its being brought up as it has 
been at a meeting of this Section is pertinent. 

Undoubtedly we have to consider two things: 
the safety of the mother and the baby, and the 
comfort of the mother. I always put the safety 
ahead of the comfort. Numerous methods, of 
course, have been suggested and employed, most 
of them with a fairly good average of success. 

I was glad to hear the emphasis that was 
placed by most of the gentlemen contributing to 
the symposium on the use of nitrous oxide. The 
use of nitrous oxide and oxygen offers one of the 
safest methods for administering the analgesia. 
I am not enthusiastic about the use of ether for 
pains during labor; it may slow up labor a bit 
when given frequently in small amounts, and 
certainly there is the possibility of producing a 


| gastric revolt of some kind, which makes it un- 


desirable, in my opinion, in many cases. 

As to the use of morphine, I do not care to 
administer it in doses larger than gr. 1/6 except 
in the very earliest stages of labor and never 
when delivery appears to be imminent. A method 
that is satisfactory and simple is the use of 
scopolamin subcutaneously—grs. 1/150, grs. 
1/200—repeated as the patient becomes un- 
comfortable, in one hour, or in two or three 
hours. In order to regulate in a satisfactory way 
the dosage that is administered to the patient, 
she should be under the constant surveillance of 
the nurse or the accoucheur. It is important 
that the foetal heart should be watched through- 
out labor, also the maternal pulse rate and the 
character of the contractions of the uterus. Not 


infrequently the contractions diminish in inten- 
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sity ; when this is true they may be aided by the 
use of thymophysin, a drug which has prob- 
ably been brought to the attention of most of 
you, and has been used subcutaneously usually 
in 1, 2 or 3 minim doses as may seem warranted, 
and repeated when necessary to ‘‘keep things 
going’’. I wondered why nobody made any 
mention of the barbituric acid derivatives, which 
I think offer a field that seems to be distinctly 
satisfactory. Such a product, used a great deal 
now, is sodium amytal. This comes in 3-grain 
capsules; if given in 9 grain doses by mouth 
and, as an adjunct, gr. 1/200 of scopolamin sub- 
cutaneously, labor can be carried on pretty sat- 
isfactorily without the administration of mor- 
phia. Bear in mind that sodium amytal may be 
repeated. You must know your drug, just how 
far you can push it, and you must be aware of 
- the fact that if you do not get a result it has 
been probably because of inadequate dosage. I 
do not hesitate, after a period of 2, 3 or 4 hours, 
when the patient is obviously uncomfortable, to 
repeat the sodium amytal by mouth in 6 gr. 
doses, and, if needed, another administration of 
the scopolamin. To have the room dark and 
keep it as quiet as possible is an important cor- 
ollary to the procedure that is being carried out. 
That is extremely valuable. If there is a lot of 
light and a good deal of noise and conversation 
in the delivery suite it distracts the patient and 
minimizes the success of the analgesia to a 
great degree. 

When gas oxygen is administered, it 
should be given along with scopolamin and a 
barbituric acid derivative as the second stage 
begins to progress. Ideally, the patient should 
be kept under the influence of nitrous oxide 
right through to the termination of the labor, 
when you may or may not need to use ether as 
an adjunct, for instrumentation if deemed ad- 
visable. 

I should like very much to put in a plea here 
for the use of analgesics in the clinics—in the 
ward cases that we have in hospitals. I am 
rather fearful that there are many of the hos- 
pitals where teaching services are conducted 
and where ward work is prevalent, in which the 
use of analgesics is not seriously conducted. To 
do this successfully you need more service— 
more nurses as well as doctors and internes— 
and I think if more money were put into this 
sort of service that the process could be carried 
out comfortably for those who have to take 
clinical service. There is no reason in the world 
why they should not have the benefit of being 
relieved of distressing conditions just as we 
make an effort to relieve our patients in private 
practice. I think there has been a certain neg- 
lect in taking care of the ward cases. 

Of course most of the obstetrical cases are 
concluded by the use of ether. We want to bear 
in mind that spinal anesthesia comes up in cer- 
tain cases. particularly those where abdominal 


Caesarean section has to be carried out for one 
reason or another in patients who have problems 
of internal medicine. Critical cardiac and pul- 
monary cases are distinctly helped by being re- 
lieved of ether. In most of those cases admin- 
istration of nitrous oxide is unnecessary. If the 
operation is done quickly one gets along per- 
fectly well. Analgesia is a field that must be 
given much consideration. Let us, if we can, 
through our hospitals and through the laity, 
encourage such service as will permit us to 
carry on these things satisfactorily and securely 
for the average hospital case. 


CHAIRMAN Paine: I will ask Dr. DeLos Bris- 
tol, Jr., Instructor in Obstetrics, Harvard Med- 
ical School, to continue this discussion. 


Dr. DELos J. Briston, Jr.: It is very inter- 
esting to note the increased interest in the use 
of sedatives in labor. There is one thing, I 
think, that we should not lose sight of, and that 
is the tremendous benefit to the patient and the 
baby in accomplishing full dilatation of the 
cervix, due largely, I believe, to the use of these 
drugs. At the Lying-In Hospital we have in- 
creasingly appreciated their value and have 
used, I think, all the methods that have been 
mentioned this afternoon. Our increase has 
been noticed particularly in the last four years. 
For instance, in 1927 we gave sedatives to 160 
patients; in 1930 to 412 patients. Most of those 
were combinations of morphine and scopolamin 
or pantopon and scopolamin. 

Along with that tremendous increase in the 
use of sedatives we have had a very marked de- 
crease in hard operative deliveries. In 1925, 
before we were using narcosis very much, we 
had 20 high forceps and 85 versions. Now high 
forceps and versions mean usually that the ob- 
stetrician is faced with non-dilatation of the cer- 
vix and up against hard operative delivery. In 
1930, as a comparison, we had 6 high forceps and 
19 versions. 

It often happens nowadays that a house offi- 
cer will complete a six months’ service at the 
Lying-In Hospital and never see a high forceps 
operation. 

The figures perhaps were more pronounced dur- 
ing the month of May of this year. We had 
159 deliveries in the month of May. We used 
sedatives on 134 patients. 108 of those 159 pa- 
tients delivered themselves normally. There 
were 34 low forceps and 1 mid-forceps opera- 
tions. 

I am indebted to Dr. H. B. Nelson, resident 
obstetrician at the Lying-In, for giving me a 
summary of 100 cases that he has recently fol- 
lowed through, using sodium amytal and scopola- 
min. He has recently written a paper and sent 
it in for publication and the technique that we 
are using there now is as follows: 

We treat both primiparae and multiparae 
alike. Early in labor, when the patient may be 
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only a finger, a finger and a half or two fingers 
dilated, she is given 9 grains sodium amytal 
by mouth and a half hour later 1/100 grain of 
scopolamin subcutaneously. That usually quiets 
the patient and makes her go to sleep. Occa- 
sionally, in a heavier patient, a fat woman, 
weighing 190 pounds or more, we give 12 grains 
sodium amytal by mouth. In most patients 9 
grains is enough. If the patient shows signs 
of restlessness, waking up two or three hours 
afterwards, she is given 3 grains of sodium amy- 
tal and 1/150 grain of secopolamin. 

Now the conclusions arrived at by Dr. Nelson 
he has given me permission to state at this meet- 


ing. 

In the first place, sodium amytal and scopola- 
min ‘gives complete amnesia in the majority of 
cases, if given early. 

Secondly, it can be given much earlier than 
pantopon and scopolamin, and with much bet- 
ter results. 

Thirdly, it can be given late in labor without 
untoward effects. 

Fourthly, it is best given early in labor. 

Fifthly, it does not slow labor. It has been 
our experience that very early, in the first stage 
of labor, scopolamin and morphia or scopolamin 
and pantopon have sometimes stopped labor. In 
other words, we were not sure when we gave 
the drugs that the patient really was in labor. 
But with sodium amytal and scopolamin, if the 
patient is having regular pains and has shown 
some change in the cervix these drugs do not 
stop labor. 

Sixthly, it does not affect the baby. 

Seventhly, it saves general anesthesia and is 
far less expensive. Dr. Cohen mentioned the 
fact that he wished ward cases could be treated 
as private cases. At the Lying-In Hospital, ward 
patients are treated as private patients and I 
wish I could give you figures, but I cannot. Our 
nitrous oxide expense in the Lying-In Hospital 
has been perfectly tremehdous because of giv- 
ing it to ward patients. There are ward pa- 
tients who have been given nitrous oxide, for 
instance, for five hours at a stretch. 

Eighthly, the patient sleeps several hours af- 
ter delivery. 

Dr. Nelson classified his series of 100 cases, 
calling those patients who had no recollection 
whatsoever of labor 100 per cent. Of the 100 
cases 84 of those fell into that 100 per cent. 
class. They had no recollection whatsoever of 
their labor. Those that had some recollection 
of the labor—of a few pains—were rated 75 
per cent. perfect and there were 10 in that class. 
Six were failures and those were in cases of 
multiparae where the drug was given with the 
cervix three-quarters or more dilated. In this 
series in May where we gave sodium amytal to 
134 patients, 108 of them delivered normally 
and there were no fetal deaths. 


CHAIRMAN PAINE: I will ask Dr. William J. 
MeDonald, Instructor in Obstetrics, Tufts Col- 
lege Medical School, to continue this discussion. 


Dr. J. McDonatp: Mr. Chairman 
and Members of the Section: One’s ability as 
an obstetrician is seemingly measured, in many 
cases, not by the skill manifested in conduct- 
ing the labor and delivery with the least pos- 
sible injury to both mother and fetus, but solely 
by his suecess in keeping the patient entirely 
oblivious to her pain during labor. 

The natural result of this has been that more 
and more narcotics and sedatives are being ad- 
ministered, particularly to private cases. 

It would seem that if the present trend con- 
tinues in the routine administration of these 
medicaments, in routine dosage, rather than 
treating each case individually, the incidence 
of fetal asphyxia and operative deliveries will 
be on the up-grade, followed by an increase in» 
maternal and fetal complications. 

In managing private cases we are often im- 
portuned by well-meaning patients or relatives 
to give something to relieve the pain, and in 
many cases the sedative given prolongs the labor 
rather than shortens it, by diminishing the ex- 
pulsive force of the uterine contractions. This 
adds to both maternal and fetal risks, for pitui- 
trin or thymophysin is then frequently employed 
to whip the labor up again, further sedatives be- 
ing required to counteract the pain, and even- 
tually a vicious cycle is established. 

I have found it expedient in primiparae who 
are going to the hospital, to keep the patient 
at home as long as possible during the first 
stage, at least until pains are coming regularly 
every five to six minutes. During this prelim- 
inary period the patient is instructed to take 
one of the barbiturates, usually luminal or so- 
dium amytal, 6 grains, in single or divided 
dosage, and sufficient relief is thereby obtained 
to tide over the home period. 

As a rule, when this patient enters the hospital 
she frequently feels that labor is just starting 
and rarely expects delivery for some hours. 
However, on examination, labor is found to be 
well established, as evidenced by effacement of 
the cervix and dilatation of the os to two or 
three fingers or more, and the patient is exhibit- 
ing varying degrees of discomfort with each 
uterine contraction. 

The decision now as to what further analgesic 
or sedative should be given depends on that par- 
ticular patient’s temperament, reaction to her 
pain and response to sedatives previously taken 
at home. Usually a repeat dose of sodium amy- 
tal (6 to 9 grains) orally, with or without a 
single injection of scopolamin (gr. 1/150 to 
1/200), affords adequate relief until full dilata- 
tion occurs. In some eases it may be necessary 
to repeat the scopolamin in dosage indicated by 
codrdination and memory tests to obtain suffi- 
ecient soporifie effect. 
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In certain cases a single dose of morphine 
sulphate or pantopon, gr. 1/6, can be substituted 
for amytal when its oral administration fails to 
produce the desired effect. Injudicious use of 
either morphine or scopolamin or excessive dos- 
age too close to the time of delivery is prone to 
cause fetal apnea. 

During the first stage, when these various 
combinations are given, the patient should of 
course be isolated in a quiet darkened room and 
receive constant nursing attention. 

Nitrous oxide and oxygen is employed dur- 
ing the second stage, preferably not giving the 
same for more than two hours prior to delivery, 
at which time ether is supplemented to secure 
muscular relaxation and control of the patient. 
This combination probably hastens the second 
stage by inhibiting the patient’s desire not to 
bear down. Prolonged use of nitrous oxide and 
the giving of excessive amounts with pains tend 
toward fetal asphyxia and postpartum hemor- 
rhage. 

In multiparae, analgesics should be used cau- 
tiously in the first stage, because of our inability 
to foretell the rapidity with which labor may 
develop. Nitrous oxide late in the first stage, with 
the addition of ether at the time of delivery, 
frequently suffices. 


CHAIRMAN PAINE: The discussion will be con- 
tinued by Dr. Marjorie Woodman, Instructor 
in Obstetrics at Tufts Medical School. Dr. 
Woodman. 


Dr. MarJorieE WoopMAn: Dr. Paine, Mem- 
bers of the Massachusetts Medical Society—After 
these seven gentlemen have so ably discussed 
the subject, ‘‘The Relief of Pain in Labor,’’ I 
feel that there is little left for me to say which 
would not be repetition. My remarks have to 
be based perhaps more on observation than 
actual experience. During my seven years as 
resident physician at the New England Hospital 
I had the opportunity of watching various ob- 
stetricians work and of observing the effects of 
the various analgesias as used by them, and 
from that experience I have chosen to use in 
my own private practice and on ward service, 
morphine sulphate and magnesium sulphate 
plus rectal ether, supplemented by nitrous oxide 
and oxygen gas as necessary. 

I do not think that these drugs or this com- 
bination of drugs and gas can be used identically 
in all cases, but their use depends a great deal 
on the individual case at hand. I have chosen 
this type of analgesia because, first, it dimin- 
ishes the force of labor very little, although it 
relieves the pain. In fact, in many cases, after 
the rectal instillation the labor pains seem to 
become more regular and of greater duration 
and intensity. 

Secondly, it gives analgesia for several hours 
and may be repeated once or twice as necessary. 

Thirdly, it allows for normal delivery at the 


termination of labor if this is so desired. This 
makes it particularly practical in our ward 
cases where we encourage normal deliveries. 

Fourthly, the babies born after this type of 
analgesia has been used certainly need less re- 
suscitation than after some of the other types. 

And, finally, it seems to have no unwonted 
effect upon the contractibility of the uterus in 
the third stage. 

I thank you. 


CHAIRMAN Paine: The subject is open for 


general discussion. 


Dr. NormMAN: How late in labor should s0- 
dium amytal be given? 


CHAIRMAN PaInE: Dr. Norman asks how late 
in labor sodium amytal should be given. Prob- 
ably Dr. Bristol will answer that question. 


Dr. Bristot: It will be given in some cases 
after half dilatation of the cervix, but we try to 
give it early in the first stage. I might add that 
in Dr. Nelson’s 100 cases the multiparae 
averaged labor of less than five hours, the pri- 
miparae less than ten hours. The patients are 
kept quiet; they have got to be watched; the 
nurse has to stay with them. One of those 
one hundred cases was a breeeh and _ it 
came to breech extraction without any anesthe- 
sia. One case had tuberculosis. One case was 
euretted under sodium amytal and scopolamin 
without anesthesia. 


CHAIRMAN Paine: Any further diseussion or 
questions ? 


Dr. DELBERT JACKSON: I rise more or less to 


‘a point of recognition, not for myself but for 
‘our chairman, Dr. Paine. The members in read- 


ing have mentioned that Davis and Lynch pub- 
lished a paper on nitrous oxide analgesia in 
1914. Back in 1912 I met your chairman one 
day on the street and he stopped me and talked 
with me, saying that*he had been giving nitrous 
oxide and oxygen to an obstetrical patient dur- 
ing labor. If I am not wrong, he in collabora- 
tion with Dr. Brant published a paper also in 
1914. Furthermore, I know that Dr. Irving 
was using nitrous oxide and oxygen at the 
Florence Crittenton Home as early as 1914, so 
that we in Boston were not behind in the use 


of nitrous oxide and oxygen. 


While I am speaking, one other thing I should 
like to stress, which I believe has been mentioned 
in the literature only in connection with mor- 
phine and scopolamin, is the necessity of quiet, 
no matter what analgesic you are using. I think 
that it is highly desirable that the atmosphere 
surrounding the patient should be restful. I 
had a rather striking example of this recently 
in a primipara in whom I was inducing labor. 
I had sent her to the hospital the night before 


and at the time, so that she might get a night’s 
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sleep, I gave her 5 grains of luminal. It hap- 
pened that she was deaf and on that account 
she did not hear the noises around her. We got 
her started in labor at 9 o’clock in the morn- 
ing. She slept, with slight arousing at contrac- 
tions, on those five grains of luminal through 
her entire Jabor, which was terminated by a low 
forceps in the afternoon. This case, I think, 
emphasizes the plea for quiet, no matter what 
analgesic you are using. 


CHAIRMAN Pane: If we are considering the 
question of priority with gas and oxygen I think 
we ought to give our dentist friends credit for 
ealling our attention to the gas oxygen combina- 
tion, and also a former physician of Boston, Dr. 
Boothby, who did some of the pioneer work in 
gas-oxygen mechanics. Is there any further dis- 
eussion? If not I will ask Dr. Greenhill if he 
will say a word about procedure in Chicago. 

Dr. GREENHILL: When Dr. Paine winked at 
me and asked if I wanted to discuss the papers, 
I shook my head from side to side. In Chicago 
that means No. However, I should like to say 
that I was surprised at one thing, and that is 
that the only one of the eight individuals who 
participated in the symposium and who fa- 
vored the Gwathmey analgesia was a woman. 
T don’t know how many of you are aware of the 
fact that a woman, Constance Todd, has recently 
written a book called ‘‘Easier Motherhood,’’ 
which is essentially an advertisement for the 
Gwathmey analgesia. 

I do not doubt that the Gwathmey analgesia 
is a very good form of analgesia. However, it 
should not be used routinely in spite of Con- 
stance Todd’s propaganda. Furthermore, many 


of us accomplish as good if not better results 
with simpler procedures. 

Practically all the participants in the sym- 
posium favored nitrous oxide as the anesthetic 
of choice. At the Lying-In Hospital, if we use 
an inhalation anesthetic we use ether or ethylene. 
We have seen no bad results from ether and 
ethylene, and therefore we continue to use these 
anesthetics. 

If I may do so, I should like to emphasize 
again the use of local anesthesia. In the last 
two years I believe I have done only one Caesa- 
rean section under general anesthesia. This 
indicates that we can perform almost all Caesa- 
rean sections under local anesthesia. I use di- 
rect infiltration and not spinal anesthesia. I have 
never used spinal anesthesia for obstetrical cases, 
but I use a great deal of spinal anesthesia for 
gynecological operations. There is good reason 
to believe that obstetrical patients are more 
susceptible to complications from spinal anes- 
thesia than non-pregnant individuals. Direct 
infiltration may be used not only for Caesarean 
sections but also for episiotomies and low forceps 
operations. Local anesthesia should certainly 
be used for patients who have toxemia of preg- 
naney, respiratory infections, severe hemor- 
rhages, and any patients who have low resist- 
anee or who are potentially infected. 


CHAIRMAN PaINneE: Is there any further dis- 
cussion? Dr. Phaneuf, have you anything to 
add to the discussion? (No response.) If there 
is no further discussion a motion to adjourn is 
obviously in order. 


(On motion, the meeting adjourned.) 
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NEW HAMPSHIRE MEDICAL SOCIETY 


GENERAL MEETING 
Tuesday, May 19, 1931, Hotel Carpenter, Manchester, 10 A.M. 


MEETING called to order by the President, Dr. 
Osmon H. Hubbard, Keene. 


Invocation by Rev. W. W. Anderson, Man- 
chester. 


REPORT OF COMMITTEE ON ARRANGEMENTS 


Dr. Henry W. N. BENNETT: 


We want to welcome you here and we want you, 
on the other hand, to become a general committee 
to the exhibitors in the foyer. These men have come 
here at considerable expense. They have gone to 
a great deal of time and labor to put on these ex- 
hibits; they are here for business. It seems to me 
that it behooves the members of the New Hampshire 
Medical Society to patronize these exhibitors. If 
we don’t need anything at the present time, it is 
well to consider in our future purchases those 
houses who have their representatives here; a great 
many have been here for years in the past. They 
have made our annual meetings a success, are Car- 
rying the load, and they should be remembered when 
we need supplies, rather than other houses that 
have not manifested any interest in the Society. 

I would call attention to the speaker this evening. 
He is not only a member of the profession outside 
of our state, New England, and our country, but a 
physician representing foreign lands; he comes from 
Vienna. This is the last address, I think the only 
one, he will make in this part of the United States. 

In regard to the banquet tomorrow night. Doc- 
tor Bartlett is not able to be here, but he has put 
on a program of which all will be proud. Again, as 
a matter of coédperation, will you buy tickets today 
as early as possible? The management of the hotel 
is considerably pushed to see how to feed you 
properly, and you cannot expect very much if you 
drop in fifteen or twenty minutes before the banquet 
is served. Buy your tickets or engage your tickets 
at the earliest possible moment. 


INTRODUCTION OF VISITING DELEGATES 


Tue PRESIDENT: Next on our program is the 
introduction of Visiting Delegates. Dr. Wyman 
Whittemore, of Boston. 


Dr. WHITTEMORE: I am here as a delegate 
from the Massachusetts Medical Society, to 
bring friendly greetings of that Society to your 
Society. I will say I am very proud to repre- 
sent them and have enjoyed this meeting very 
much. I feel that I really belong a good deal 
to New Hampshire as I have spent a great many 
summers in Dublin, New Hampshire. 


Dr. Epwarp C. Cook: Dr. Cook of York, the 
old man. Maine has delegated me to extend to 
you its fellowship. I received a letter from your 
Society, which was addressed to York Harbor 
and my son got it instead of me, so he discov- 
ered that I had been honored by the invitation 
from your Society to come here. My grandson 
was interested in knowing that I was to be a 
delegate to Manchester so the little fellow said, 


‘‘Daddy, is grandfather going to have the belly- 
ache in New Hampshire?’’ His father told him, 
‘*No, but the people up there will’’, so I will 
stop now in case you might get it. 


Dr. Harvey E. WeuumMan of Rhode Island: 
Poise ig greetings from everybody in Rhode 
sland. 


OF MEMBERS IN PRACTICE FIFTY 
YEARS, 1881-1931 


THE PRESIDENT: I have a list of these men: 

William Herbert Nute, Exeter; Charles F. 
Flanders, Manchester; Charles A. Weaver, Man- 
chester ; Joseph J. Cobb, Berlin ; George H. Mor- 
rison, Whitefield. 

If some of these are present, I would be glad 
to have them stand up and show themselves. 


INTRODUCTION 


Dr. Cons: There is only a word or two which 
[I can say. I am rather surprised to find my- 
self so lonely at the end of fifty years. I sup- 
posed some of my friends would be here. I ex- 
pected Dr. Nute would be here, but evidently he 
is not. I am not quite sure but that this may be 
a little premature; it looks to me as if I were a 
little premature, due to the fact that the fifty 
years is not quite up, but here I am! [I sup- 
pose it is proper to recognize the fifty-year plan, 
as your secretary notified me I was one of the 
‘‘fifty years in practice’’ men. 

I am very glad to be here indeed, and I am 
happy to attend the meetings of the New Hamp- 
shire Medical Society and feel rather glad that 
I have reached the present age. While I am not 
looking ahead as I did a few years ago, the most 
of my thoughts are in retrospect; I am looking 
backward more than forward, but I am happy 
to have lived to this period. 


Dr. FLANDERS: I would like to show my ap- 
preciation of the testimonial to be given us. I 


hope it is more a testimonial for service for ™s 


a long time than for a long time in service. 
When I was a boy in school they used to give us 
a reward of merit. I never got one for good 
conduct or scholarship, but I did for good at- 
tendance. I suppose that is why I am to get 
one in this case. A long life is something that 
is given us, and we live by the Grace of God 
and the good luck of doctors and automobiles. 


THE PRESIDENT: I am glad to hear from 
these men who have been in the Society for so 
long. They have been faithful to the meetings 
and to the interests of the medical profession. 


The following papers were read and dis- 
: 


— 
{ 
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The Treatment of Peritonitis Resulting from 
Viscus Perforation. George C. Wilkins, Manchester. 
Discussion by James W. Jameson, Concord; Chester 
L. Smart, Laconia; Fred B. Lund, Boston; Frederick 
P. Scribner, Manchester; G. S. Foster, Manchester. 

Non-traumatic Gas Bacillus Infection in Neck of 
Child following Middle Ear Infection. John A. Hun- 
ter, Dover. 

Auricular Fibrillation following a Massive Dose of 
Chloral. Deering G. Smith, Nashua. Discussion, D. 
E. Sullivan, Concord. 

Acute Lympho-sarcoma. Frederick P. Scribner, 
Manchester. General discussion on case reports: 
A. C. Johnston, Gorham; Fred B. Lund, Boston. 


TuEspay, May 19, 2 P. M. 
The President’s Address. Osmon H. Hubbard, 
Keene. 

Coronary Occlusion and Angina Pectoris. George 
Blumer, New Haven, Conn. Discussion by Arthur 
B. Howard, Concord; Thomas M. Dudley, Concord; 
Granville E. Hoffses, Manchester. 

The Significance and Treatment of Cardiac Symp- 
toms and Signs. Paul D. White, Boston. Discus- 
sion by Granville E. Hoffses, Manchester. 

Hypertension. Walter F. Taylor, Keene. 
sion by Walter H. Lacey, Keene. 


Discus- 


TUESDAY, May 19, 7:30 P. M. 


Cardiac Conditions. Dr. Hugo Roesler, Vienna, 
Austria. (Original slides.) 

Salpingectomy and High Fundic Amputation. (Mo- 
tion Picture with sound.) The Petrolagar Labora- 
tories, Inc. 


WEDNEsDAY, May 20, 10 A. M. 
Meeting called to order by President Hub- 
ba 


INTRODUCTION OF VISITING DELEGATES 


THE Present: I want to ask if we have any 
visiting delegates here with us this morning. 
Dr. E. 8. Bagnall of Massachusetts. 


Dr. BacnauL: I have nothing to say except 
that I am glad to be here and have enjoyed 
the meeting very much. 


THE PRESIDENT: Are there any other visit- 
ors here this morning? If not the program is: 


Iopax in the Diagnosis of the Diseases of the 
Genito-urinary Tract. Eugene A. Vickery, Ports- 
mouth; Harry O. Chesley, Dover. 

Some Types of Anemia and Their Treatment. Wil- 
liam Dameshek, Boston. Discussion by Richard W. 
Robinson, Laconia; W. H. Leith, Lancaster 

Diets in Pregnancy in Relation to Low Blood Cal- 
cium Values in Lactation. H. T. French, M.D., C. E. 
Bolser, Ph.D. The Hitchcock Clinic, Hanover. 


Dr. Prouty: Members of the New Hamp- 


shire Medical Society—In most families birth- 
days are observed, and as we have one with us 
today who has an anniversary, I beg leave to 
offer the following: 


Be it moved that: 


1. The New Hampshire Medical Society at this, 
its one hundred fortieth annual meeting, held at 
Manchester, N. H., May 20, 1931, pause in the course 
of its program to take formal note of the fact that 
at this time one of its members is completing his 
twenty-fifth consecutive year as Secretary-Treasurer 
of this body. 

2. This Society wishes at this time formally to 
stop and consider the significance of such a long and 
valued service in such an important capacity and 
hereby expresses itself its hearty congratulations 
on this accomplishment. 

3. This Society hereby voices to its Secretary- 
Treasurer its whole-hearted appreciation and grat- 
itude for his continued service in this office to this 
organization for a quarter-century, during which 
time he has performed the duties of his office with 
faithfulness, courage and sympathetic friendliness 
to all, instant in season and out of season, giving 
of his time, effort and good-will in a measure far 
beyond what could have been asked of him, wield- 
ing a large influence in the councils of this body at 
home and in the larger organization of which this 
state society is a part, abroad, and the New Hamp- 
shire Medical Society wishes to honor Dr. Dennis 
Edward Sullivan by this sincere, if formal, vote, as 
he has honored this Society by his continued service 
for twenty-five years. 


A rising vote was given by the members. 


Dr. Sutiivan: I have not looked for any 
such appreciation at your hands. I have, of 
course, tried to do my duty, and in doing it to 
the best of my ability, I have had that satisfac- 
tion, or recompense, that comes from such serv- 
ice. Certainly it is a mosf delightful surprise, 
and it leaves with me a feeling that, after all, a 
life of service is well worth while. I have cer- 
tainly received a great deal of real personal 
pleasure in serving the Society in this capacity 
of secretary for these years. I can say to you 
that there is no better body of men that one 
can come in contact with, or work for, and with, 
than the membership of the New Hampshire 
Medical Society, as it has been constituted for 
the last twenty-five years. When I read the ree- 
ords, of course I find that many who were towers 
of strength of this organization have passed 
from the scene of action. We are encouraged to 
know that there is rising up a band of young 
men, capable and qualified to take the places 
of these physicians, and we can rest assured 
that the prestige of the New Hampshire Medical 
Society will be maintained and earried on by 
the men now engaged in the practice of medi- 
cine in this State. I thank you most sincerely. 


THE PRESIDENT: Owing to the lateness of the 
hour, I think we will dispense with discussion 
of the paper we have just heard and proceed 
with the next paper. 

The General Practitioner on the Witness Stand. 


Charles F. Keeley. Discussion by Dr. Richards of 
Nashua. 


WEDNEsDAY, May 20, 2 P. M. 
The meeting was called to order by the Presi- 


dent. 
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THE PRESIDENT: There are not very many 
of our Society living to reach the half century 
mark in membership, but we have with us Doc- 
tor Edward O. Otis, and the New Hampshire 
Medical Society extends to you, Doctor Otis, its 
congratulations upon having completed the half- 
century mark and we wish to present you with 
this medal and we hope to see you among us 
for many more years to come. 


Dr. Otis: I appreciate this honor which the 
President has conferred upon me for complet- 
ing fifty years of membership in this Society. 

I doubt, however, if merely having had all 
those years is any great reward of merit if noth- 
ing else accompanies it. Noah accomplished 
something. When he was 600 years old he went 
into the shipbuilding business, built his double- 
decker and preserved human and animal species 
—he accomplished something, and I would fain 
believe that if I had only been a member and 
accomplished nothing during that time, I should 
not be worthy of this medal. I would fain be- 
lieve, as I say, that perhaps I have accomplished 
something in the state where I have practiced 
all my life, and in Massachusetts and in other 
parts of the country by devoting these fifty 
years to the prevention and control of tuber- 
eulosis, and I must let that stand as my con- 
tribution to medical science; and one thing, per- 
haps, will be the contribution I have made to 
the study of the prevention of tuberculosis by 
sending up to this State an old pupil of mine, 
Doctor Robert B. Kerr. I believe that was the 
greatest contribution I have made to the medi- 
eal profession of this State and I think you will 
agree with me that the decrease of tuberculosis 
in this State is at least partially due to the 
efforts of your Tuberculosis Society, under the 
guidance of Doctor Kerr. Doctor Kerr is not 
only well known in this State, but is considered 
one of the ablest and one of the most prominent 
leaders in tuberculosis work in the Union, and 
I want to congratulate you on the loyal sup- 
port which this Society has been giving to this 
work. It depends upon all of us who are mem- 
bers of the Society to work more strenuously 
in codperation with the New Hampshire Tuber- 
culosis Society to reduce the mortality from tu- 
bereulosis; and if I may I will take a minute 
more to say that some of the most remarkable re- 
search work is being done at the present time. 
When you consider that you can talk in broad 
terms—10,000 tubercle bacilli and put them on 
the end of a needle and can take them apart, 
which is being done by two professors at Yale, 
and then send them to the biologist and he can 
test them and tell which part of that bacillus is 
the one which is producing tuberculous infection 
—I think that is a most remarkable thing. It all 
aims toward one thing, that is to determine a 
specific vaccine for tuberculosis. If I had time 
I would like to speak of the new methods by 
which we are improving our resources in deal- 


ing with advanced tuberculosis. I wish I had 
time to speak in explanation of these new meth- 
ods, but the ultimate goal is to discover some 
vaceine for the cure of tuberculosis. 


Early Diagnosis of Cancer of the Larynx. Thomas 
J. Morrison, Somersworth. Discussion by Raymond 
H. Marcotte, Nashua; George C. Wilkins, Manchester. 


THe PresipeENT: We are very fortunate in 
having Dr. William Gerry Morgan, President 
of the American Medical Association, with “us. 
We are glad to have him here; he is a native 
of New Hampshire. Doctor Morgan’s subject 
is—Prognosis and Sequelae of Peptic Ulcer. 


Dr. WILKINS (presiding): The President has 
been called away and it is necessary for me to 
take the chair for a short time. I hope you will 
stay and hear the next paper and following 
that, there will be a business meeting which will 
consist of the House of Delegates’ Report and 
The Trustees’ Report showing the financial con- 
dition of the Society. The next paper will be 

The Administrative and Economic Aspects of the 
Rural Hospital as an Agency of Social Service, by 
James A. Hamilton, Hanover. Discussion by William 
P. Clough, New London; Ralph W. Tuttle, Alton; 
Joseph J. Cobb, Edward O. Otis. 


Dr. Witkins: I think you will agree that I 
was wise in allowing Dr. Hamilton more time 
than is usually allowed. 


_ The Secretary-Treasurer made a report of the 
important business of the House of Delegates. 


REPORT OF TRUSTEES 


The Trustees submit the following report for the 
year ending May 1, 1931: 


On May 2, 1931, received of D. E. Sullivan, Treas- 
urer, $600.00 which was deposited in the New Hamp- 
shire Savings Bank. 


The Bartlett Fund 
Deposit in the Portsmouth Savings Bank, 
Book No. B-21110, May 1, 1931 
The original fund, $352.11 by the 
terms of the bequest is kept as a per- 
manent fund. 


The Pray Fund 
Deposit in the Strafford Savings Bank, 
Dover, No. A-42, January 1, 1931........... 
$1,000 must be kept as a permanent 
fund, the income of which is to be ex- 
pended for prize essays. 


The Burnham Fund 
Deposit in the New Hampshire Savings 
Bank, No. 80106, January 1, 1931.............. 
$1,140 must be kept as a permanent 
fund and income expended for prize 
essays. 


$ 4,916.86 


1,189.19 


1,937.25 


General Fund 
Deposit in the Portsmouth Trust & Guar- 
antee Co., Book No. 12813, May 1, 1931 
Deposit in the New Hampshire Savings 
Bank, Concord, Book No. 35696, May 2, 
1931 


517.81 


4,311.43 


$12,872.54 


Total of Funds on Deposit .............. 


| 
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Permanent Funds Not Available For 
General Uses 


Bartlett Fund $352.11 
Pray Fund 1173.62 
Burnham Fund 1449.23 


$2,974.96 
$9,897.58 


Amount available for general purposes........ 


Deposit in the Merrimack River Savings 
Bank, Manchester, which is in liqui- 
dation, Book No. 26934, is $1,833.97 

On account of the claim not being filed, 
the first liquidation dividend will be 
paid in connection with the second 
dividend in a few months. 


One essay in the prize contest has been submitted, 
not deemed worthy of a prize. 

Prizes will be offered far 1931-1932 from the Pray, 
Bartlett, and Burnham Funds, notices of which will 
be forwarded to each member of the Society. 

Respectfully submitted, 
THomas W. 
Ira J. Provuty, 
Trustees. 

We, the Trustees of the N. H. Medical Society, 
have examined the account of Dr. D. E. Sullivan, 
Treasurer, and found it correctly cast and properly 
vouched. 

Tuomas W. LUCE, 
Ira J. Provury, 
Trustees. 


INSTALLATION OF OFFICERS 


PRESIDENT HuspparD: My final connection 
with the Association, as its President, is to pres- 
ent the gavel to your new President, Dr. George 
C. Wilkins. 


Dr. Witkins: I thank you, Mr. President, 
and wish to thank the members of the New 
Hampshire Medical Society who have, through 
their House of Delegates, elected me President 
for the next year. It is an honorable position, 
and its duties should not be assumed lightly. 
When I look over the long list of able and dis- 
tinguished men who have held this position over 
a period of one hundred and forty years, I ap- 
proach my work with a very humble spirit in- 
deed. I can only promise you that I will give 
you the best that is within me and shall ask for 
the assistance which I know will be given. As 
a first duty, as President, it gives me great 
pleasure to name as a member of the New Eng- 
land Council, in place of myself whose term ex- 
pires today, Dr. F. P. Lord of Hanover; that 
. the only committee appointment necessary to- 

ay. 

I will ask Doctor Chesley to come to the stage. 
I want you to see the new Vice President. 


Dr. CHESLEY: I appreciate the honor, par- 
ticularly because it was unsolicited by me. 
wish to thank you for the consideration and 
for the generosity shown. My hope is that I 
may be able in some small way at least to meas- 
ure up to the dignity and ability which has been 
brought to this office by its predecessors. Thank 
you. 


Dr. WitKIns: This closes the 140th session 


of the New Hampshire Medical Society. 


—— 
THE PROGNOSIS AND SEQUELAE OF PEPTIC ULCER* 
BY WILLIAM GERRY MORGAN, M.D.t 


\NHE discussion of the aspects of peptic ulcer 

. suggested by the title of this address may 
be based upon my personal experience which, 
in the light of comprehensive value, would prove 
inadequate, or a composite of the statistics of 
the larger clinics may be analyzed which would 
prove vastly more enlightening. For prognosis 
in peptic ulcer, statistics up to within the past 
six years would not prove wholly adequate for 
the reason that preoperative and postoperative 
treatment, as well as medical management of 
peptic ulcer have undergone great and vastly 
improved changes in the past decade. Hence 
in discussing the results of all types of manage- 
ment of peptic ulcer this fact must be kept 
clearly in mind. Arguing from this basis an 
enthusiast might easily be led to predict a 
greater measure of success for the treatment 
of peptic ulcer in the immediate future than 
clinical results might ultimately justify. In 
making a study of the end results of the treat- 
ment of peptic ulcer one is perforce compelled 

*Read at the Annual Meeting of the New [eo a Medical 


Society, Manchester, New Hampshire, May 20, 1931 
Mo Professor of Gastroenterology, Georgetown Univer- 


organ— 
sity Medical School. 
“This Week's Issue’, 


For record and address of author see 
page 309. 


to fall back upon the published statistics of the 
large clinics of this country and Europe for the 
reason that it is only in such institutions that 
any comprehensive follow-up system has been in 
vogue long enough to have had a ey, 
large number of cases embracing all types of 
treatment from which to draw reliable conclu- 
sions. Large as this number is we must bear 
in mind that it represents only a relatively small 
pigs keg of all cases of peptic ulcer which 
have been treated during a given period. How- 
ever, inasmuch as it can be taken for granted 
that the types of treatment in these clinics have 
been carried out under most favorable conditions 
and by skilled and experienced clinicians their 
end results will form the soundest basis for prog- 
nostication in the treatment of peptic ulcer. 
Until comparatively recent times, in most in- 
stances, patients suffering from digestive disor- 
ders were given no comprehensive study before 
instituting a line of treatment, whether it be 
medical management or surgical intervention. 
It was considered sufficient to have made a diag- 
nosis of peptic uleer. Frequently no differential 


diagnosis was made between duodenal and gas- 
tric uleer. Often little thought was given as 


. 
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to whether other disease entities entered into 
the picture. Nor was it thought necessary to 
determine the exact location and condition of 
the ulcer. The laboratory investigations in most 
instances were limited to an examination of the 
gastric contents, the blood, urine and feces and 
sometimes gastro-intestinal x-ray study. And 
even in the case of the roentgen ray study the 
giving of anti-spasmodics to differentiate de- 
formity due to spasm and that due to organic 
lesion was rarely carried out. Nor was a study 
made of the emunctories to determine their 
physiological condition, nor an _ investigation 
as to toxemia arising from stagnation occurring 
in any part of the alimentary tract, or to de- 
termine the presence of focal infections. All 
these investigations and more are now carried 
out as routine measures in the study of patients 
suffering from digestive disorders before decid- 
ing upon the type of treatment to be instituted. 
. Such preparatory investigations tend immeas- 
urably to promote the success of whatever treat- 
ment is indicated, and so to bring about a larger 
percentage of successful end results. In cases 
where medical treatment is indicated such 
studies enable the clinician to watch the progress 
of the cure more intelligently. Where surgical 
intervention is indicated such careful preopera- 
tive investigation is of even greater importance ; 
ofttimes by correcting functional disorders the 
risk of operation is materially reduced. By de- 
termining the exact location and extent of the 
lesion, which can now be done with great ac- 
curacy by the expert roentgenologists in ap- 
proximately 96% of cases, the surgeon is en- 
abled to determine in advance the type, kind 
and extent of the operation which he will under- 
take in a given case. 

The consensus of opinion is that all uncompli- 
eated duodenal ulcers, unless of the recurrent or 
hemorrhagic type should receive medical treat- 
ment. Since attempts at healing normally take 
place in any ulcer it follows that many ulcers 
will heal without any treatment at all, therefore 
it is agreed that when ulcer is encountered in its 
early course, every opportunity should be af- 
forded for spontaneous healing. <A dietary ré- 
gimen alone may enable an ulcer to heal in a 
short period of time without any recurrence of 
symptoms. Such treatment should be contin- 
ued for several months after all symptoms have 
disappeared. As Dr. Balfour has pointed out 
‘just how long medical treatment for chronic 
duodenal ulcer should be persisted in depends 
on several factors, such as the willingness of 
the patient to adhere to a dietary régimen, the 
economic status, the degree of disability, the age 
of the patient, and the duration of symptoms. 
Although it is a hardship for patients to endure 
many years of repeated attacks, delay is appar- 
ently justified by the possibility that the ulcer 
may heal and by the probability that, as the 
ulcer becomes more and more chronic, it will 
lend itself more and more satisfactorily to sur- 
gical treatment.’’ 


Although gastric ulcers may and often do 
heal spontaneously with or without treatment, 
nevertheless from my own experience I am in- 


clined to view them always as surgical cases ~" 


from the outset. I take this view because a cer- 
tain proportion of ulcers of the stomach which 
in the beginning are diagnosed as benign, turn 
out to be carcinomatous. As yet we have no 
means of positively differentiating, in the early 
Stages, the benign and the malignant types of 
ulceration in the stomach, and since only in the 
very earliest stages of gastric carcinoma is a per- 
manent cure possible, it is important that sur- 
gical intervention should be instituted promptly. 

Surgical intervention is indicated in the hem- 
orrhagic type of peptic ulcer but never during 
the period of bleeding. 

In the recurrent type of chronic duodenal ul- 
cers, so also in the presence of intermittent or 
permanent stenosis of the pylorus should sur- 
gery be resorted to; the same is true of the 
penetrating and perforating peptic ulcers. Ul- 
cers occurring at the site of the gastro-enteros- 
tomy stoma should receive surgical treatment. 

In attempting to evaluate the end results of all 
types of treatment of peptic ulcer for the pur- 
pose of prognostication it has seemed wise first 
to review the statistics of peptic ulcer treated 
medically. 

Perhaps the most comprehensive study of this 
phase of the question, which I have been able 
to find, is that published by Dr. David Smith 
in the British Medical Journal in 1928, which 
will be freely drawn upon. 

In his review Dr. Smith analyzed 214 cases, 
96 male and 118 female, which had been treated 
from five to fifteen years prior to 1927. With 
commendable effort he had been able to ascertain 
the end results over the periods given in all of 
these cases, so that his conclusions may be looked 
upon as representing the average end results 
in eases treated medically. Dr. Smith studied 
the records in these cases critically from the 
clinical, radiological and chemical aspects so 
that the diagnosis of peptic ulcer cannot be 
doubted. He is careful to point out that he 


did not attempt to differentiate duodenal and. 


gastric ulcers, although in 602 necropsies 6.8% 
duodenal ulcers were found against 5.15% gas- 
tric ulcers. This of course does not represent 
the relative incidence of gastric to duodenal 
ulcer. Most of the cases considered in his series 
were from among the working and the poorer 
classes. 

Inasmuch as etiological factors have some 
bearing upon the ultimate success or failure of 
treatment of peptic ulcer it may be of interest 
to consider briefly this phase of our subject. 
It is not easy to determine this factor in rela- 
tion to the incidence of peptic ulcer, because 
often it is impossible to learn even approximate- 
ly just how long symptoms of ulcer have ex- 
isted. In most cases we get a history of long 
duration of digestive symptoms. The most we 
ean do in regard to age is to accept the age 
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which the patient himself fixes as the time of 
onset of his symptoms. There are comparative- 
ly few recorded cases occurring in individuals 
under ten years of age. The largest number oc- 
cur between the ages of twenty and fifty. 

The consensus of opinion is that occupation 
appears to play a very small réle in the develop- 
ment of peptic ulcer. 

The excessive use of alcohol and of tobacco, 
while they probably are not etiological factors, 
nevertheless act quite definitely to prevent 
healing. 

I have gained the impression that heredity 
plays a part in the etiology of peptic ulcer, only 
in so far as environmental influences and hered- 
itary habits may to that extent contribute to the 
development of ulceration. Environmental in- 
fluences are of some definite significance in pre- 
disposing individuals to disorders of the alimen- 
tary tract. During the early years, habits of 
life including diet and hygiene are formed 
which are continued into adult life and which 
may, and probably do in many cases, play an im- 
portant part in the causation of peptic ulcer as 
well as of other disorders. 

Diet undoubtedly plays an important rdéle in 
the causation of ulcer in two ways: first, 
through lowering of body resistance where the 
diet is deficient in certain necessary elements, 
and secondly by injury to the gastric and duo- 
denal mucosa from the ingestion of unsuitable 
and irritating articles of food. 

There can be little doubt that internal in- 
juries to the mucous membrane of the duodenum 
and stomach from irritating foods and chemical 
poisons, in which I would include alcohol and 
tobacco, predispose to the development of ulcer. 
On the other hand external trauma rarely acts 
as an etiological factor. | 

For the past 15 years there has been gradu- 
ally accumulating more and more evidence as to 
the etiological réle which infections play in the 
production of peptie uleer. That any one defi- 
nite type of infection has a peculiarly selective 
causative action has not been definitely proven. 
The source of infections which play an etiolog- 
ical role may come from a focus of infection 
around the teeth, from the tonsils, from the 
gallbladder, from the appendix and even from 
such remote parts as the pelvic organs in the 
female and the prostate in the male. It is pos- 
sible that focal infections in the urinary tract 
may play the role of causative factors. That 
such systemic infections as influenza, typhoid 
fever, malaria, periostitis and typhus fever may 
play an etiological réle in the formation of pep- 
tie ulcer, either by lowering body resistance or 
by direct attack by the infecting organisms upon 
the gastric and duodenal mucosa seems within 
the realm of reasonable possibility. 

The immense amount of research work which 
is being carried on in this particular direction 
at the present time will in all probability, in the 
near future, stabilize our views as to the extent 


which infective organisms play in the etiology 
of peptic ulcer. 

I should hesitate to give anemia any signifi- 
eance in the etiology of gastric and duodenal 
ulcer, because it is probably a result, in the 
vast majority of cases, of the disorder rather 
than a precursor of it. 

In discussing the end results or the efficiency 
of medical treatment of peptic ulcer the stu- 
dent of statistics considers first the immediate 
results. What constitutes a cure is still a 
mooted question among authorities writing upon 
this subject. I have a feeling that when a pa- 
tient, as the result of whatever line of treatment 
pursued, remains free of symptoms of ulcer for 
a period of five years from the termination of 
treatment, he may be classed as a cure. It seems 
to be exceedingly difficult in many cases to de- 
termine definitely that the recurrence of symp- 
toms in that individual is due to a lighting up 
of the old ulcer. We cannot be sure in any par- 
ticular instance that as the result of certain 
definite etiological factors occurring at the time 
of the reappearance of symptoms, an ulcer as 
a primary lesion may not have developed with- 
out regard to his previous attack. Although dur- 
ing the 10, 15, and 20 year periods following 
treatment for peptic ulcer, a progressively in- 
creasing percentage have recurrent symptoms, 
sometimes resulting in death, nevertheless the in- 
cidence of these symptoms is no greater in this 
class than in any other, over the same period of 
time, which has not previously had peptic ulcer. 
Therefore actuaries should look upon those who 
have remained well for 5 years following treat- 
ment as equally good risks with those who have 
never had ulcer. 

David Smith gives as the result of his study 
of immediate results of medical treatment, that 
iseat the time they left the hospital, the follow- 
ing percentage: Males 67% cured; 22 im- 
proved; 3% failures; 6% irregular dismissals 
and 2% deaths. Of the females 76% cured; 
14% improved; 2.5% failures; 2.5% irregular 
dismissals and 5% deaths. From this we see 
that a large percentage of the patients left the 
hospital either cured or improved. The average 
period of treatment was 43 days. Dr. Smith 
points out that his results correspond closely 
with the figures given by von Leube, in his 
series of 424 cases. Some later writers show a 
higher percentage of medical cures, even as high 
as 90%. In discussing his statistics Dr. Smith 
draws attention to the fact, which coincides with 
my observations, namely, that better results are 
obtained from medical treatment in patients 
whose symptoms have not been present for long- 
er than one year; and he further observes that 
the reason for a higher percentage of immedi- 
ate cures in the female is probably due to the 
fact that male patients are less patient and seek 
operative relief much earlier, as a rule, than do 
female patients. This latter observation does 
not coincide with my personal experience. 
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Turning to a consideration of David Smith’s 
review of the results of medical treatment at 
the end of a 5 to 15 year period we see of the 
males 29% cured ; 15% improved ; 31% failures ; 
6% lost trace of, and 19% deaths. Of the fe- 
males 40% cured; 20% improved; 25% fail- 
ures; none lost trace of and 15% deaths. He 
classes as failures those patients who subse- 
quently sought surgical relief. These figures 
relating to deaths cannot be accepted as repre- 
senting failures of treatment because all deaths 
which occurred among these patients, from 
whatever cause, are included. The criteria of 
cure were the relief of symptoms and the abil- 
ity to return to their accustomed occupation of 
whatever nature it might be. 

It is of interest and of some importance in 
evaluating Smith’s results to know that in the 
main his treatment consisted in intensive ad- 
ministration of alkalies together with a bland 
diet of small frequent meals. 

In considering my own eases of peptic ulcer 
I have a habit of throwing the results into two 
categories in so far as the immediate results go, 
namely, the cures and the failures. I cannot 
see the logic of making separate classification 
of those who are not wholly relieved of their 
symptoms at the conclusion of the period of 
treatment. It would appear that those results 
ought to fall into the failure group. If all 
writers upon this phase of peptic ulcer were to 
eliminate this borderland group, our statistics 
in the future would have much more definite 
value. 

David Smith’s percentages of immediate cures 
are somewhat lower than those generally re- 
ported in this country and those which have 
been under my personal observation. The per- 
centage of deaths which Smith gives during 
medical treatment is higher than that we sre 
accustomed to see in this country. 

Dr. Frank Smithies, in a paper published in 
April 1917, analyzed a series of 470 patients of 
his own who were treated medically, which gave 
77% eured and 23% failures. In another study 
which he made in 1927 of a large number of 
cases treated medically he again states that 77% 
of his cases of this series were cured. In dis- 
cussing statistics on the cure of ulcer which 
have been published from time to time by vari- 
ous authors, he calls attention to the very signif- 
icant fact that it is well-nigh impossible to 
arrive at any satisfactory evaluation of the suc- 
cess of any and all types of treatment for pep- 
tic ulcer, because of the uncertainty of the cor- 
rectness of the diagnosis of the cases treated 
and reported upon. This source of error, how- 
ever, has less force in statistics coming from the 
large, well-ordered clinics during the past 10 
years, inasmuch as such marked advances have 
been made in our methods of diagnosis, and be- 
cause of the vastly greater knowledge of ab- 
dominal diseases gained by clinicians during 
this period. 


In evaluating the end results of surgical treat- 
ment of peptic ulcer, I shall quote briefly from 
the published reports of Dr. Donald C. Balfour 


of the Mayo Clinic, Lord Moynihan of Leeds, ~~ 


Dr. A. J. Walton, Surgeon to the London Hos- 
pital and of Dr. John B. Deaver. 

In October 1930, Dr. Balfour reported the 
results in a series of 500 cases in which relief 
of symptoms followed operation in 87%. In 
69% the relief was either so complete that the 
patients paid no attention to diet or habits 
of living, or dyspepsia was so slight as to be 
controlled by simple measures. In 18% the re- 
sult could be classified as fair. Of this 69% I 
would class as only fair the results of all those 
who had symptoms sufficient to require any 
measures however simple, for the relief of dys- 
pepsia. It is only fair to state that other dis- 
eases may be responsible for symptoms follow- 
ing gastro-enterostomy. As Balfour suggests 
‘‘the causes of dyspepsia are so manifold that 
it cannot be expected that gastro-enterostomy 
would protect the patient against all such pos- 
sibilities’. This also might be applied with 
equal force to the occurrence of digestive symp- 
toms following medical treatment for peptic ul- 
cer notwithstanding that a perfect healing of 
the ulcer is obtained. In this series of 500 cases 
Balfour finds that in 13% the patients did not 
obtain permanent relief from the operation. He 
suggests a number of causes for the failure such 
as ‘‘failure to remove the appendix, functional 
disorders, and marked indiscretions in the habits 


of living, particularly the excessive use of to- 


bacco or alcohol, and unwillingness to carry out 


‘a reasonable régimen following operation’’. 


In this series of 500 patients, death from all 


‘causes was 4.28%, which represents about that 


which obtains generally in this country. The 
operative mortality in his series was 1.8%. In 
this series as in all other series studied by him, 
perforation, either acute or subacute did not oc- 
cur in a single case after gastro-enterostomy, 
proving apparently that gastro-enterostomy af- 
forded complete protection against perforation. 
And neither did obstruction of the pylorus de- 
velop following gastro-enterostomy, which is a 
very important observation. In 90% of this 


series one or more hemorrhages occurred after .., 


operation but with only one fatality. He lays 
some stress on the fact that these hemorrhages 
followed some unusual physical or mental strain, 
or overloading of the stomach, or the excessive 
use of tobacco or of alcohol. This again illus- 
trates the truth of my assertion that postopera- 
tive care of the present day will definitely im- 
prove the statistics of the end results of the sur- 
gical treatment of peptic ulcer in the future. 
Turning for a very brief reference to the end 
results as viewed by Lord Moynihan we find that. 
in the series of cases reported by him 90% of 
‘‘oood immediate results’’ were obtained; with 
4.5% deaths. Gastro-enterostomy was the op- 
eration chosen in 95% of the cases. He says 
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of the cases after operation, and states ‘‘it 
shofild be a matter of routine in all cases’’. If 
and when this dictum of Lord Moynihan’s is 
followed universally after operations upon the 
gastro-enteric tract there will be vastly fewer 
failures following this line of treatment of pep- 
tic uleer. I emphasize this because just recent- 
ly some authorities are advocating shortening 
the period and the rigor of routine treatment 
following such operations. 

Now turning to A. J. Walton’s studies we 
find that in a series of 172 cases studied good im- 
mediate results were obtained in 88% of those 
operated upon. Death as result of the opera- 
tion occurred in 2.3% of the cases. 

The great advance in the postoperative care 
of patients suffering from diseases of the ali- 
mentary tract, made in the past fifteen years, 
has had a profound influence upon the end re- 
sults of operative procedure. In the early years 
of surgical treatment of peptic ulcer the opera- 
tion was looked upon as all that was necessary 
to effect a cure, no postoperative régimen being 
considered necessary. As an illustration of the 
attitude of the surgeon in this regard let me 
cite the case of the distinguished late George 
Lockwood, who was operated upon for duodenal 
uleer in one of our great clinics by a lifelong 
friend, one of the greatest surgeons of the world. 
From the third to the fifth day after the op- 
eration Dr. Lockwood, who knew perhaps as 
much about the physiology and the mechanics 
of the alimentary tract as any man, continually 
objected to the type of food which came in on 
his tray. On the fifth day he sent for his sur- 
gical friend, who forthwith came in with the 
remark, ‘‘What is all this pother about your 
food, George?’’ To which George replied, ‘‘ Look 
at the food on this tray, cabbage, corned beef, 
fried potatoes, spinach and a glass of cider’’, 
which brought the instant response from the 
surgeon ‘‘I see nothing wrong with that food 
except that I might substitute a pint of cham- 
pagne for the cider. What you do not seem to 
realize George, is that I have cured you so that 
you do not ever again have to give thought to 
what you eat and drink.’’ This, as you will 
all agree, is not a far-fetched or isolated example 
of what took place wherever surgery had been 
resorted to for the relief of peptic ulcer. Per- 
haps nowhere in all the land, at the present 
time, is postoperative care more carefully car- 
ried out than in this same great clinic. And 
why? Simply because the end results were un- 
satisfactory notwithstanding the surgical tech- 
nique was beyond criticism, and some other 
source for the failures had to be sought and 
was ultimately discovered in the faulty post- 
operative care. 

Not alone in the matter of diet has the post- 
operative régimen been improved but in many 
other directions as well: as for instance the 
dehydrating of the patient by the too early ad- 


matter in this particular our patients are no 
longer subjected to this depleting preoperative 
technique with no doubt the saving of not a 
few lives. It is because of the effect in the long 
run of the improved method of preoperative and 
postoperative care that earlier I remarked that 
statistics up to within the past few years would 
not prove adequate for future prognostication. 


The frequency and types of sequelae follow- 
ing treatment of peptic ulcer vary in the prac- 
tice of different clinicians. It follows, as a gen- 
eral rule, that the greater the experience and 
skill of the clinician, the fewer such sequelae. 
It is impossible to state definitely for all clini- 
cians that this method or that operation results 
in a greater or lesser number of sequelae, for 
the reason that a method or an operation chosen 
by one clinician as his favorite procedure will 
prove highly satisfactory in his hands. Never- 
theless it does not follow that this same opera- 
tive technique in the hands of another surgeon 
would achieve the like result. In general it may 
be said that any method of treatment whether 
medical or surgical which proves highly success- 
ful in the hands of the experienced physician 
might not and probably would not achieve the 
same good results in the hands of clinicians of 
lesser knowledge and experience. 

According to the accepted definition, a se- 
quela is any lesion or affection following and 
caused by the disease or the treatment employed 
for its relief. Under this broad definition we 
may include as sequelae, perforation of a gas- 
tro-jejunal ulcer, secondary ulcer, hemorrhage, 
stricture formation, imperfect functioning due 
to a defect in the anastomosis itself or the loca- 
tion of it, postoperative collapse, thrombo- 
arteritis and thrombophlebitis. 


CONCLUSIONS 


From an exhaustive and critical study of the 
statistics on the end results of treatment of pep- 
tie ulcer, published by many of the foremost 
clinicians of the United States and England, I 
am in entire accord with the conclusions of 
many that it is well-nigh impossible to draw 
therefrom reliable and conclusive deductions, 
at the present time. Just how much value will 
be gained from taking a general average of these 
pereentages I leave you to judge. The most 
valuable result of such a study as I have made 
is that it teaches us first, that much is left to 
be desired in the care and treatment of peptic 
ulcer, and secondly, that as yet no satisfactory 
method has been brought forth for the estima- 
tion of the results of treatment, and thirdly, 
that the method of recording those results is en- 
tirely inadequate. 

And finally, permit me to affirm that from 
my own experience of 30 years dealing with 
peptie uleer, and from an exceedingly exhaus- 
tive study of the literature bearing on this sub- 
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ject, I have gained the conviction that indi- 
viduals who have been cured of the subjective 
and objective symptoms of peptic ulcer, and 
have been freed from those symptoms for a 


period of five years, have as favorable life ex- 
pectancy as any similar group which has suf- — 
fered any of the other serious illnesses which — 
afflict the human body. zi 


REMARKS ON PRESENT DAY CONDITIONS* 


BY WILLIAM GERRY MORGAN, M.D.t+ 


INCE the World War our country has been 
suffering from the effects of that cataclysm. 


The widespread, unwholesome business boom, 
with its natural offspring, the universal debauch 
in stock speculation was merely an expression of 
the unchecked activities of the great war, which 
inevitably had to be slowed somehow to the nor- 
mal pace. 

Our emotional greed blinded us to that neces- 
sity. We had to be seized with some sudden, 
severe economic malady to check our headlong 
recklessness. This came in the form of the 
smashing market collapse, with its resulting busi- 
ness stagnation, and which, in the years to 
come will prove to have been a not unmixed dis- 
aster, but rather a radical cure, painful it is 
true, but sure and permanent. 

Our convalescence is slow and tedious; it al- 
ways is so from a distressing illness. However, 
it is greatly retarded by certain very definite 
sequelae, such for instance as the trend toward 
Socialism with its unwanted stepson Commu- 
nism, and in turn its stepdaughter, Birth Con- 
trol, all unwholesome and dangerous doctrines, 
especially just at this particular period of our 
national life. Another retarding influence to 
social and financial tranquillity is the present 
day result of the Volstead Act. ° 

And finally, the sharp, progressive trend to 
Federal Paternalism, which fosters indolence, 
idleness and loss of initiative of the masses, and 
will surely lead to the spread of Sovietism, with 
all the fetid atmosphere with which it is sur- 
rounded. 

In medical affairs great strides have and are 
being made toward a higher goal, not the least 
of which is the vastly higher quality of the serv- 
ice which the rank and file of the bedside doc- 
tors are rendering to the sick and afflicted 
throughout the length and breadth of our coun- 
try. This great army of loyal, devoted doctors, 
together with their equally faithful and devoted 
co-workers, the nurses and druggists, are ear- 
nestly striving to keep abreast of the rapid sci- 
entific progress, and are eagerly seizing upon 
and using in their daily work each new depend- 
able aid to the relief of human suffering. The 
adoption of any form of state medicine will defi- 
nitely kill this particular trend in medical serv- 
ice, as surely as Communism kills the ambition 
of the populace. 
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The most efficient, and at the same time con- 
stantly available defense against the rapid ad- 
vance of the adoption of subsidizing medical 
practice is to render at the bedside day by day 
service of such high quality and to keep our fees. 
so within the ability of our patients to pay com- 
fortably, as will ensure to us a contented 
and satisfied clientéle. If the public begins to 
clamor loudly for a federalized medical régime, 
it will be because they have despaired of any 
adequate response to their oft-repeated appeals 
to the medical profession. 

The demands made upon the busy doctor by 
present day methods of practice render it an im- 
possibility for him to cover in his daily routine 
some of the socio-civic needs of his community 
which are of vital importance to the health of its 
people. It is in just this phase of service that 
our sister organization, the Woman’s Auxiliary, 
may find its legitimate field of activity. Too 
long now has the medical profession looked 
askance at this eager band of earnest, devoted 
co-workers. I realize, as they do, that at the 
outset their organization was venturing into new 
and untried pastures of practical experience. 
For this reason, they were to make many minor 
missteps ere their feet found the right trail. Per- 
haps in the eyes of the doctor-men the most hei- 
nous of crimes of which the Woman’s Auxiliary 
has been guilty was its failure to recognize 
the deadline dividing the field of activity of the 
doctor and that of the Auxiliary. Thus an im- 
pression was created in the minds of members of 
the profession that these very women whom in 
private life we had come to lean upon and de- 
pend upon for advice and comfort, yes, and 
often for protection, these same women, when 
banded together as the Woman’s Auxiliary, were 


to ‘“‘mess things up’’ for us and be to some. 


extent our undoing. And so they might, had 
they entered very much into medical politics as 
at one time they appeared inclined to do. 

However, I am glad to be able to testify that 
the Auxiliary has at last found itself, and is 
now embarked upon a sane and sound and prac- 
tical program of service to mankind. 

Let us medical men lend them assistance and 
give them guidance wherever it is possible, for 
in this manner we will protect ourselves from 
meddlesome interference, and, what is a much 
more creditable reason for so doing, will place 
the Woman’s Auxiliary in a tactical position to 
combat the growth of a public opinion favoring 
State Medicine and its mother, Socialism. 


MEDICAL SOCIETY 299 


Volume 205 NEW HAMPSHIRE 
Number 6 
MISCELLANY 
PROVIDING MEDICAL SERVICE FOR RURAL 
AREAS 


BY DR. CHARLES DUNCAN 
Secretary, Board of Health, State of New Hampshire 


The problem of how to provide medical service has 
long been a troublesome one in rural New Hampshire 
as doctors began drifting away from the family prac- 
titioner type to interest themselves in becoming 
specialists. 

As a result towns began raising stipends by ap- 
propriations to attract doctors to the country side 
and this practice of subsidy, although never very suc- 
cessful, found sanction in State law which permitted 
such appropriations to be made by towns. 

The 1931 Legislature granted an even greater ex- 
tension of this power of appropriation when it 
adopted a statute which becomes chapter 90 of the 
Session Laws. This new section provides that ap- 
propriations not only may be made by an individual 
town for the support of a physician, but “two or 
more towns may each make appropriations for the 
joint support of the same physician, who shall be a 
resident in one of the said towns. The selectmen 
of the several towns making appropriations for the 
support of the same physician shall constitute a board 
for the purpose of employing and dismissing such 
physician”. 

This law went a step further than other laws had 
gone with respect to the rural health problem when 
it provided that similar joint appropriation could be 
made for the support of hospitals, clinics and health 
centers. 

Although the lack of resident physicians has wor- 
ried many towns, State health authorities are una- 
ware of any very great suffering caused by such a 
lack. This may be due to the constantly increasing 
services rendered citizens of the State through the 
State Health Department and probably more to im- 
provement in roads and the fact that they are kept 
open in Winter which allows doctors to reach more 
easily remote areas. 


New Hampshire now maintains a corps of trained 
nurses to aid in maternity and child welfare work. 
These nurses are assigned definite areas of the State 
to cover, under the leadership of a State Director 
who supervises the program. Mothers and children 
are personally visited in one part of the better 
health program while clinics and conferences are 
constantly being arranged for the benefit of those 
who may come to hear lectures and discussions of 
health problems. 


FIFTIETH ANNIVERSARY OF THE N. H. STATE 
BOARD OF HEALTH 


The year 1931 marks the fiftieth anniversary of 
the State Board of Health. The law creating the 
board was passed August 16, 1881. In accordance 
with provisions of the act, Governor Charles H. Bell 
with the advice and consent of the Honorable Coun- 
cil appointed on September 16, 1881, Hon. James A. 
Weston, Manchester; Granville P. Conn, M.D., Con- 
cord; Carl H. Horsch, M.D., Dover; Irving A. Wat- 
son, M.D., Northumberland. Gov. Charles H. Bell and 
Attorney-General Mason W. Tappan by virtue of of- 
fice were members of the board. 

The first meeting of the Board of Health for per- 
manent organization was held on Tuesday, October 
4, 1881, with all members present. 

The board was organized with Dr. G. P. Conn as 
president and Dr. I. A. Watson as secretary. 

The first circular letter was issued November, 
1881, and sent to local boards of health, physicians 
and others interested in sanitary science. 

With the above facts in mind it is the purpose of 
the State Board of Health to make recognition of 
the event some time in October. 


RECENT DEATH 
Dr. John Franklin Merrill of Northwood died 
July 18. 


NEW MEMBER 
Dr. Charles Wesley Adams, of Franklin. 


TAKING THE STING OUT OF THE MOSQUITO 


Oil of citronella is one of the most widely used 
mosquito repellents. It may be used pure or mixed 
with mineral oil, oil, vaseline, or lanolin in the 
proportion of one part to five. Almost any oily 


preparation on the skin repels mosquitoes to some. 


extent. 

There is no cure for mosquito bites and the De- 
partment urges prevention, such as keeping screen 
doors closely fitted and having them open outward. 
Another precaution is to have good screens over the 
windows, using full screens, if possible. The screen 
mesh should not be larger than 16 openings to an 
inch. Another move against the mosquitoes is 
spraying with a kerosene pyrethrum mixture. This 
will destroy those struck by the spray and also acts 
as a repellent. 

If the mosquitoes do get you and bites bother you, 
one method of relief consists of rubbing the punc- 


ture gently with a moist piece of toilet soap.— 
Issued by the Department of Agriculture. 


BACTERIA SURVIVE IN SEA IF FOOD IS 
AVAILABLE 


Bacteria that are carried out to sea in myriads by 
rivers and are washed down by rain from the air 
have a good chance of surviving in their new and 
strange environment, if only they can find enough 
to eat. This is indicated by experiments performed 
at the State College of Washington by Professor 
Victor Burke and Lenna A. Baird. They took a 
score of different kinds of bacteria from a river, 
cultured them in the laboratory, and planted sam- 
ples from their cultures in both fresh and salt water. 
After a time they counted survivors, and found that 
most of their species were doing almost as well in 
salt water as they were in fresh.—Boston Evening 
Transcript. 
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VERMONT STATE MEDICAL SOCIETY 


OPERATIVE AND POSTOPERATIVE TREATMENT 
OF INFANTILE PARALYSIS* 


BY FRANK R. OBER, M.D.t 


Mr. President and Members of the Vermont 
State Medical Society: 


[ is a pleasure to be here as a delegate and 
also to talk to you about infantile paralysis. 
You all know what Vermont has been doing in 
poliomyelitis since 1914, and this is probably the 
first large rural community in which a definite 
effort was made to carry out an organized plan 
for the treatment and study of infantile paraly- 
sis. This scheme has been known as the Ver- 
mont Plan and is in use in many states and 
also in other countries, especially in the British 
Isles. 

The operative treatment of poliomyelitis has 
progressed to a considerable degree in the last 
ten or fifteen years. Stabilization operations 
on the ankle as performed by Hoke and others 
and tendon transplantations, especially when 
combined with the stabilizations on the ankle, 
have proved to be more beneficial than they were 
formerly. The object of operative treatment is 
to remove deformity and improve function and 
stability. 

The common foot deformities are equinoval- 
gus, equinovarus, calcaneovalgus, caleaneo- 
varus, simple caleaneus and simple equinus. 
These deformities, of course, depend on the loss 
of power in certain groups of muscles and the 
resulting pull in the opposite direction of their 
opponents. 

The principal deformity seen at the knee is 
flexion, which is due to contracture of the ham- 
strings. Occasionally one sees a back knee in 
which there is no power in the hamstrings. 
Flexion at the hip is the common deformity 
there, although there may be an abduction de- 
formity associated with it. 

The three main causes of deformity are lack 
of proper after-care following the acute stage 
of the disease, contractures of strong muscles 
over weak ones, and the presence of tenderness 
in the extremities. 

As a usual thing, operative treatment is not 
instituted until two years have elapsed since the 
onset of the disease. This does not mean that 
there will be no further recovery of the affected 
muscles, because recovery goes on over an in- 
definite period if there is any power present at 
all. Occasionally some operative work may be 
done after one year. For instance, a patient 
who has a ealeaneus from a weak gastrocnemius 


*Read before the Vermont State Medical Society, October 2, 
1930 at Burlington, Vermont. 
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and who has normal power in all the other mus- 
cles of the foot may have the posterior tibial 
and peroneals and long flexors of the toes trans- 
planted into the os ealcis. This will help pre- 
vent the occurrence of a distressing cavus de- 
formity in the foot and will improve the func- 
tion of the foot. To increase stability and lev- 
erage a subastragalar arthrodesis can be done at 
the same time, setting the foot backward in order 
to give a little more leverage for the trans- 
planted muscles to function. If there is any 
power at all in the gastrocnemius the other 
transplanted muscles will assist in the recovery 
of the paralyzed muscle. In a valgus deformity 
in which there is fair power in the anterior 
tibial muscle, the extensor proprius hallucis 
may be transplanted into the neck of the first 
metatarsal, inserting the muscle in about the 
same way as the anterior tibial muscle is in- 
serted, only keeping it forward in order to get 
increased leverage. In complete paralysis of the 
anterior tibial the peroneus longus may 
transplanted into the insertion of the anterior 
tibial muscle. The transplanted tendon should 
go into the anterior tibial compartment and 
emerge where the anterior tibial tendon itself 
emerges. This scheme puts the tendon in the 
best anatomical and physiological relation with 
the muscle that is being replaced. The tendon 
should be transplanted into the base of the first 
metatarsal on the inferior medial surface. 
When any tendon transplantation is done on 
the foot, except in the case of the extensor pro- 
prius hallucis, a Hoke stabilization operation 
maintains the lateral_stability of the foot and 
the transplanted tendon assumes its new func- 
tion more readily. In a ease in which there is 
only slight weakness of the anterior tibial, the 
extensor proprius hallucis may be transplanted 
into the neck of the first metatarsal on the in- 


ferior medial surface so that the muscle fune- ™ 


tions as a dorsal flexor, adductor, and invertor 
of the foot. In a ease of equinovarus with a 
normal anterior tibial, the normal anterior tibial 
may be transplanted into the base of the fourth 
metatarsal, associated with a Hoke stabilization. 
If the posterior tibial and gastrocnemius are 
normal and all the other muscles paralyzed, the 
posterior tibial muscle may also be transplanted 
into the base of the third metatarsal, plus a Hoke 
stabilization. In the past many have advised 
against doing these transplants, saying that there 
would be no function, but with the stabilization 
of the ankle, if careful attention is given to the 
details of technique of withdrawing the tendon 
from its sheath and dissecting the muscle belly 
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well up so that it is free from the tibia and then 
carrying the tendon into the anterior tibial com- 
partment with some of the muscle fibers, there 
will be no difficulties and the result will be prac- 
tically normal power in dorsal flexion. 


Transplantation at the knee has not always 
been particularly successful, especially when the 
quadriceps is totally paralyzed, but, if there be 
a little power in the quadriceps, then one may 
use the sartorius and tensor fasciae latae muscles, 
which are transplanted into the kneecap and 
firmly sutured to the patellar tendon. The ten- 
sor fascia is prolonged down to the head of the 
fibula, the lower portion of the tensor being the 
iliotibial band. This band is dissected off the 
head of the fibula in a strip about one-half an 
inch wide, up to the muscle belly, and then it is 
drawn down under the fascia lata emerging just 
above the kneecap. The sartorius is exposed, 
its tendon divided at the head of the tibia, drawn 
out through the wound, and also pushed down 
under the fascia lata. The aponeurosis over 
the kneecap is split longitudinally and then 
freed off laterally in both directions so that the 
patella is bared. The two tendons which have 
been drawn out above the quadriceps are laid in 
this groove and firmly sutured to the kneecap, 
under the lateral expansions of the aponeurosis, 
which have been dissected off the kneecap, so 
that the muscles are directly on the bone. 

Flexion deformity of the hip is a very dis- 
abling condition. Several years ago Dr. Soutter 
advocated an operation of sliding down the mus- 
cular attachments of the thigh flexors from their 
origin on the ilium and keeping these patients 
hyperextended for several weeks. Yount of 
Pittsburgh advises dividing the iliotibial band. 
In most of these cases the gluteus maximus mus- 
ele is weak, and it is much better to free the ilio- 
tibial band from the head of the fibula up to 
the muscle belly, pass this long tendinous flap 
up over the gluteal muscle, and suture it to the 
freed erector spinae muscles. This transplant 
acts as a stabilizer of the hip and improves the 
patient’s gait and ability to get in and out of 
a chair and to go up and down stairs. 

With regard to complete paralysis of all the 
muscles about the knee, some surgeons advocate 
an arthrodesis of the kneejoint so as to get rid 
of a brace, but the simple getting rid of a brace 
is not always a convenience to the patient, and 
most of them prefer to have a long brace with 
a hinge at the knee, rather than to have a stiff 
leg which is always sticking out in the way of 
others. 

In paralysis of the hamstrings with a back 
knee, one may do a tenodesis of the tensor fascia 
putting the iliotibial band into the femur, as 
Gill of Philadelphia recommends. If one uses 


the tensor fascia for work elsewhere, the tendon 
of the biceps may be used. 

In paralysis of the shoulder the muscle which 
is most frequently affected is the deltoid. No 


muscle has been found which will adequately 
replace the function of that muscle. If there is 
sufficient power in all the other muscles about 
the shoulder, and if there is enough power in the 
hand and elbow to make the arm useful, arthro- 
desis of the shoulder joint with the arm in 70° 
of abduction and the elbow slightly anterior to 
the coronal plane may be done. The cartilage 
is removed from the glenoid cavity and head 
of the humerus and the tip of the acromion is 
bent down and sutured to a groove in the Jat- 
eral aspect of the head of the humerus. 

The most common paralysis in the hand is 
that of the opponens pollicis. The most impor- 
tant function in the hand is the power to oppose 
the thumb to the fingers. This motion is help- 
ful in the acts of dressing and eating, and there 
are numerous other things which are difficult to 
do when this muscle is paralyzed. To correct 
this deformity the operation designed by Nye, 
in which the extensor brevis pollicis is sutured 
to the palmaris longus, is used. Bonnell has ad- 
vocated using the flexor sublimis digitorum, di- 
viding it low down in the palm of the hand and 
transplanting it to the base of the thumb. He 
uses an elaborate pulley scheme so that the ten- 
don is held over to the lateral aspect of the ear- 
pus. The best operation is a combination of the 
two. The extensor brevis pollicis is divided just 
above the wrist and is pulled down through a 
wound over the base of the first phalanx. The 
tendon is passed deeply beneath the structures 
of the thumb and it comes out through the car- 
pal arch. The tendon of the flexor sublimis 
digitorum to the ring finger is divided just 
above the annular ligament and is sutured to 
the extensor brevis pollicis on the anterior sur- 
face of the wrist. This operation gives excel- 
lent function and also deepens the carpal arch. 

Silk is used in all tendon transplants because 
it will stand all the necessary tension. Catgut 
does not stand tension long enough for one to 
be absolutely certain that there will be a con- 
tact between the transplanted parts. 

Some of the general rules in tendon trans- 
plantation are: 


1. To remove fixed deformities. 

2. To be sure that there are muscles enough 
of good function present so that the trans- 
plant will function in its new position. 

3. To see that the tendon is inserted so that 
sufficient leverage will be obtained to make 
the transplant function. 

4. To have the tendon go as nearly in line 
with the one it replaces as is possible. 

5. To transplant the tendon under fascial com- 
partments and not through tunnels in the 
fat. Fat tunnels make for adhesions. 


In order for a tendon transplant to be suc- 
cessful, exercises of the hand should be started 
within forty-eight hours. Exercises of the foot 
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should be started within ten days in cases of 
pure transplants. If a Hoke stabilization has 
been done, exercises should be started in seven 
weeks. In the knee, exercises should be started 
in eighteen days, and in transplants of the erec- 
tor spinae muscles exercises may be started in 
two weeks. The earlier one can begin exercises, 
the less likelihood there is for adhesions to form, 
and function will be assumed more quickly. In 
some cases it is necessary in doing physiotherapy 
to stimulate the muscle to perform its old func- 
tion and after a few days the new function will 
take place. Massage, electric light baking, etc., 
help to get more blood into the part, but the 
main idea is to begin exercises as early as pos- 
sible. These should be done once or twice a day. 


MISCELLANY 


SOCIETY NOTES 

The annual meeting of the Rutland County Medical 
and Surgical Society was held on July 14. In the 
afternoon, several members engaged in a champion- 
ship golf tournament, which was won by A. H. Belle- 
rose, Jr. In the evening, following a dinner, the 
regular meeting and election of officers took place. 
The following officers for the ensuing year were 
elected: 

President: Dr. A. H. Bellerose. 

Vice-President: Dr. E. R. Mitiguy. 

Secretary-Treasurer: Dr. B. F. Cook. 

Delegates: Drs. Stewart Ross, G. G. Marshall, 
C. E. Griffin. 

Hold-over Delegates: Drs. E. J. Rogers, N. D. 
Lanou, C. E. Fagan. 

Censors: Drs. C. C. Joyce, C. B. Ross, H. S. Mar- 
tyn. 

Auditor: Dr. C. F. Ball. 

Six new members were elected to the Society. 
The names follow: Drs. Henry J. Fregosi, Frederick 
J. Ellis, Henry L. Crahan, Emelie M. Perkins, Joseph 
M. LaPierre, Joseph B. Guiltinan. 


The pasteurization of milk was discussed, follow- 
ing which the motion was made and passed that the 
Society go on recurd in favor of the pasteurization 
of milk in Rutland, as the best method of protection 
against milk-borne diseases; and that the Society 
recommend the pasteurization of milk to the local 
authorities. 


The retiring president, Dr. G. G. Marshall, gave 
an address on Mastoids. The discussion was opened 
by Dr. John Rainey, of Troy. 

B. F. Cook, M.D., Secretary. 


VERMONT DEPARTMENT OF PUBLIC HEALTH 
JUNE, 1931 


The following communicable diseases have been 
reported to the Board during the month: chicken 
pox 104, diphtheria 2, measles 228, mumps 79, scarlet 
fever 22, smallpox 36, whooping cough 25 and tuber- 
culosis 14, 

The Laboratory of Hygiene made a total of 1,835 
examinations during the month, classified in the 
following manner: 


Examinations for diphtheria bacilli 62 
For Widal Reaction of typhoid fever 23 
For malarial parasit 1 
For tubercle bacilli 276 
For evidence of syphilis 441 
For gonococci in pus 142 


Of blood for contagious abortion in cattle... 81 


Of water, bacteriological and chemical 171 
Of water, bacteriological 156 
Of milk, market 180 


Of milk, submitted for chemical only.umuwn 1 
Of milk, submitted for microscopical only.......203 
Of foods 13 
Of drugs 0 
For the courts, 24 
Of animal heads for evidence of rabies............. 0 
Miscellaneous 60 
Autopsies to complete death returns 1 

In the Division of Communicable Diseases 55 cases 
of gonorrhea and 45 cases of syphilis have been re- 
ported. Three hundred and sixty-eight Wassermann 
outfits and 169 slides have been distributed. 

The Division of Poliomyelitis Aftercare has seen 
114 patients, made 151 home visits, fitted 45 new 
pieces of apparatus. Fifty orthopedic corrections 
have been made to shoes, 31 pieces of apparatus 
were altered or repaired. Two patients were ad- 
mitted to the Fenway Hospital in Boston and two 
patients discharged. Sales amounting to $32.85 were 
made during the month under the direction of the vo- 
cational worker. 

The nurse of the Maternity and Infancy Division 
made personal visits to eleven towns, conducting 
clinics sponsored by Parent-Teacher Associations and 
home Demonstration Groups. 
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Epirep By RicHarp C. Casot, M.D. 
F. M. PAINTER, A.B., ASSISTANT EDITOR 


CASE 17321 


PROGRESSIVE NEUROLOGICAL SYMP- 
TOMS WITH LIVER AND BRAIN THER- 
APY 


NEUROLOGICAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. ALFRED O. Lupwiae*: This is the case of 
a man sixty years old, a white Canadian shoe- 
maker, who came in on January 30 with the com- 
plaint of soreness and stiffness of the feet and 
back of one week’s duration. 


Three years before entry he had dyspnea and 
tachycardia on moderate exertion accompanied 
by numbness of the fingers and toes. During 
the next two years various physicians gave him 
pills which improved his cardiac symptoms but 
did not affect the numbness. He began taking 
liver daily without relief of the numbness, which 
began to spread to his feet and up his legs. For 
the past month he had not been able to walk. He 
was unable to empty his bladder satisfactoriiy 
for the last few days before admission. 

On physical examination he was found to be 
a gray-haired man looking somewhat pale and 
anemic, in no obvious distress. There were 
numerous coarse bronchial respiratory rales 
posteriorly at both bases and in the right axilla. 
He had some cough. Both apices were dull pos- 
teriorly. The heart was normal, not enlarged. 
The blood pressure was 118/80. He was inconti- 
nent of urine and feces. The sphincter was en- 
larged. The prostate was slightly enlarged. He 
had paresthesia of both hands and feet and 
marked ataxia in both legs. Below the right 
knee there was complete loss of cotton touch, 
pin-prick and temperature sense, with greatly 
diminished perception of cotton touch and pin- 
prick everywhere between the costal margins. 
There was gradual diminution of hypoesthesia 
above the right knee up to about the level of the 
umbilicus. There was absent perception of pin- 
prick and cotton touch over the palms and the 
backs of the fingers. There was no definite sen- 
sory level. There was loss of vibration and po- 
sition sense in both knees and ankles with dim- 
inution up to about the level of the twelfth 
thoracic spine. There was also diminution of 
vibration sense in the fingers, wrists and elbows. 
The grips were weak, as were both legs, the right 


*Interne on the East Medical service. 


more than the left. The left leg was hypertonic, 
with knee and ankle jerks increased over those 
on the right side. There was a positive Babinski 
reflex on the left. There was no clonus. There 
was incontinence of both urine and feces. The 
finger-to-nose test was slightly inaccurate on both 
sides. The heel-to-knee test was very poorly 
done on both sides. 

His blood showed a count of 3,600,000 reds, 
70 per cent hemoglobin, some anisocytosis and 
poikilocytosis, platelets diminished. A Hinton 
test was negative. Gastric analysis showed ab- 
sence of free acid. A lumbar puncture was neg- 
ative. 


On whole liver therapy his red count gradu- 
ally rose to 4,450,000. The neurological signs, 
however, did not improve; in fact they increased 
very remarkably. He began to develop numer- 
ous pressure sores over the buttocks and one 
ankle. These were beginning to be controlled 
by the use of scarlet-red ointment and ultra- 
violet light. During his course in the hospital 
he had very marked cystitis which we were 
treating in the usual way. He was on constant 
drainage. 

Three days before death he suddenly devel- 
oped dyspnea, his temperature rose and his heart 
rate went up. Two days later he was found to 
have extensive dullness throughout the right 
chest extending up to the axilla with diminished 
breath and voice sounds and tactile fremitus. 
He was extremely dyspneic and had considerable 
cough. He was given digifolin grains vi intra- 
venously and caffein and adrenalin subcutane- 
ously. He rallied for a while. His chest was 
tapped and was found to be full of pus. We 
recovered streptococcus by direct smear. That 
same night a punch thoracotomy was done and 
good drainage established. After that he looked 
for a while as if he were going to recover. Two 
days after the onset of the empyema, however, 
he died. 

Dr. Francis T. HUNTER: What was the white 
cell count? 

Dr. Lupwie: It was 14,000 to 15,000 at en- 
trance, 10,300 after he developed his empyema. 

A Puysician: Were there any signs of py- 
ramidal tract involvement? 

Dr. Lupwia: There were increased reflexes 
in the left leg with a positive Babinski on the 
left. Later, bilateral plantar stimulation on 
either side gave a partial mass response, i.e., a 
characteristic Babinski response and withdrawal 
of the ankle and knee. 

Dr. G. CoLKET CaNnER: Did the tongue show 
anything ? 

Dr. Lupwie: The tongue was smooth—not 
characteristic of anything. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Combined system disease. 
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ANATOMIC DIAGNOSES 


Pernicious anemia with combined system dis- 
ease. 

Empyema, drained. 

Arteriosclerosis. 

Hypertrophy of the heart. 

Acute cystitis. 


PaTHOLOGIC DiscussION 


Dr. Tracy B. Mauttory: The autopsy showed 
about what one would expect. In the body itself 
we found marked cystitis which apparently was 
still localized to the bladder. There was no 
pyelitis. His pleural cavity showed some degree 
of fibrinous exudate still, although the empyema 
had evidently been well drained. We found 
little in the lung underlying the empyema cav- 
ity. We did not feel satisfied that we had ex- 
plained that very well. There was no frank 
pneumonia. There was a small subpleural ab- 
seess which had perforated into the pleural cav- 
ity. The heart was slightly hypertrophied. The 
coronaries were distinctly sclerotic. There was 
nothing else of significance, I should say, out- 
side the central nervous system. Grossly the 
bone marrow was not remarkable. The femoral 
marrow was yellow in color, not red. The ver- 
tebral marrow appeared normal. The spleen 
was very slightly enlarged. 

Will you tell us about the neuropathology, Dr. 
Kubik ? 

Dr. S. Kusprk: There is fairly ex- 
tensive degeneration of the myelin at all the 
levels of the spinal cord, most marked in the 
cervical and dorsal regions, considerably less in 
the lumbosacral region. The degeneration is 
mostly in the posterior columns and along the 
periphery of the cord and at the higher levels, 
also along the anterior median fissure. The py- 
ramidal tracts are badly damaged, but not so 
much as the posterior columns. There is perhaps 
a little proliferation of fibrous glia in the cer- 
vical and upper dorsal region, none in the lower 
dorsal or lumbosacral. A few degenerated fibers 
are found in the peripheral nerves, I suppose 


one out of twenty fibers. The cord also had the 


characteristic vacuolated appearance that we 
find in combined degeneration. 

A Puysictan: Did you get positive blood 
cultures, Dr. Mallory? 

Dr. Mautuory: No, we did not. 

This section is from his vertebral bone mar- 
row. It contains a very considerable number of 
fat cells, you see. Possibly the proportion of 
myeloid cells is a little increased; that of the 
fat cells is decreased. In a normal bone mar- 
row the most frequent cell, that appearing in 
the highest proportion, is the normoblast, which 
is usually found in numerous distinct clusters 
of fairly good size. In this case they are very 
few and scattered and there is a high propor- 
tion of more immature cells, megaloblasts. We 
do not find a high proportion of myelocytic cells. 


I should be fairly willing to commit myself to 
calling it pernicious anemia on the findings in 
the bone marrow and the spleen. 

Dr. Kusrk: This is a searlet-red stain and 
shows in a more striking way perhaps than the 
myelin stain the intensity of the degeneration 
there in the lateral and posterior columns. There 
is also very extensive degeneration along the 
anterior median fissure. There is a tendency for 
the fat-containing phagocytic cells to collect 
along the vessels in the perivascular spaces and 
where a vessel is cut longitudinally one can 
see them very well extending into the pia arach- 
noid. This is supposed to be the way in which 
products of degeneration are carried away from 
the central nervous system. But we do not find 
these cells in the spinal fluid when the lumbar 
puncture is done, and so apparently they do not 
go right out into the subarachnoid space. Per- 
haps they transmit their fat to other cells, that 
is fixed cells of the pia arachnoid. 

That is a longitudinal section of the posterior 
column. Those bluish areas are portions where 
not all the myelin sheaths are degenerated. It 
may be seen that the degeneration is a patchy 
sort of thing and does not follow any tract from 
one end to the other. 

I have some lantern slides. Those are myelin 
stains of the upper cervical, the middle dorsal 
and the lumbosacral regions. They pretty well 
explain themselves. Microscopically one can see 
just a little degeneration in the pyramidal tract 
in the lumbosacral region and that I suppose 
may be a secondary degeneration as a result of 
disease higher up. I have not made any axis- 
cylinder stains in this particular case, but in an- 
other one we found that there were axis-cylinders 
in areas where the myelin had been destroyed. 
The axis-cylinders were damaged and a great 
many of them were completely destroyed, yet 
there was a considerable number which might 
possibly have been capable of recovering and 
carrying on their function again if the process 
could have been arrested. The blue areas in 
this other slide are patches of glia proliferation 
in the upper part near the midline between the 
two posterior columns. There is nothing in the 
lower section, which is from the lumbosacral 
cord. The blue area in the center is simply the | 
normal glia of the central gray matter. The 


| question comes up naturally whether this gliosis 


is the result of liver treatment. In many cases 
of pernicious anemia, particularly when they 
are as severe as this, we find no attempt at re- 
pair by fibrous glia. But it is found in a small 
number of cases that have not had treatment, 
so that I suppose there is no way of telling 
whether this is the result of treatment or 
whether it would have happened anyway. 

Dr. CuEster M. Jones: How much liver had 
he been getting ? 

Dr. Lupwia: He was supposed to have one 
pound a day. He was also getting both liver 
and brain during the last month of his stay in 
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the hospital. During the last month the red 
cell count went up and the hemoglobin fell. 

Dr. Hunter: One thing Dr. Minot noticed 
when he went over the cases with infection was 
that he did not get the response from liver that 
one ordinarily expects. He found that they did 
not respond in the least. 


Dr. Matuory: I was interested in the neuro- 
logical symptoms, the loss of vibration sense. 
That often comes before anything else, doesn’t 
it, Dr. Caner? 


Dr. CANER: Yes, I think that is one of the 
earliest signs one can elicit. The first symptom 
is usually tingling and numbness of the fingers 
and toes, but one cannot usually demonstrate 
any impairment of the sensation of touch as 
early as one can impairment of the sense of vi- 
bration. 

Dr. Mautuory: Is vibration sense supposed 
to be something in itself, or is it only a more 
delicate form of touch or position sense? 

Dr. CANER: It is sometimes impaired when 
the position sense is not abnormal, and some- 
times the pusition sense may be impaired when 
there is no impairment of vibration sense. I 
think they travel by. different routes. In the 
textbooks they are supposed to travel by about 
the same route. But we do sometimes find that 
one is impaired and the other is normal. 

Dr. WyMAN RicHarpson: I think it may be 
said to be certain that there are numerous cases 
of combined system disease which do respond to 
liver. Some of those cases are very striking in- 
deed. It seems obvious to me that the process 
involved in this complication must be in some 
way different from the lack of blood formation, 
because there are patients like this one who will 
respond from the point of view of the blood 
but whose neurological symptoms nevertheless 
progress when the patients are taking as large 
amounts of liver as anyone ean take. I should 
think it is perfectly reasonable to suppose that 
they may be lacking in some substance of a 
nature somewhat different from the substance 
necessary for the maturation of red cells. 


In regard to the empyema, we have had other 
cases of empyema. In one the empyema was ap- 
parently embolic in nature. Phlebitis has also 
been one of the complications occurring during 
the response to treatment. Just why it should 
be a septic phlebitis I do not understand. 

Dr. Ungley has been interested in the pos- 
sibility that brain substance might supply the 
necessary factor in these cases. 

Dr. C. UNatEY: For some time I 
have had the idea that the factor in whole liver 
responsible for improvement in the neurologi- 
cal phenomena of pernicious anemia might be 
separate from the so-called anti-anemic factor’. 
It seemed possible that such a neurologic fac- 
tor might be in greater concentration in some 
tissues than in others, and that nervous tissue 


would be the most promising in this respect. 
For this reason I commenced giving a diet of 
brain. I found that the hemopoietic potency of 
brain in a small series of cases of pernicious 
anemia, as judged by the increase of reticulo- 
eytes and red cells, was about one-third that of 
liver?. On the other hand, the effect of brain 
upon the neurologic phenomena in certain cases 
has seemed as great as or perhaps even greater 
than that of liver. If confirmed in a larger series 
of cases, this lack of correlation between hemo- 
poietic potency and neurologic effect would be 
evidence in favor of the existence of two separate 
factors. 

It is interesting that we have glial prolifera- 
tive changes in this case. Davison’ of New York 
has found that while such proliferation is un- 
common in untreated subacute combined degen- 
eration cases, it is quite a usual finding in cases 
that have had liver treatment even for short 
periods of a few months. 

A PnuysicrAN: Does the section of the stomach 
show anything ? 

Dr. MALLORY: 
one. 

Dr. UNGLEY: Owing to early postmortem 
changes, it is difficult to obtain satisfactory 
microscopical sections. Schneider and Carey* 
report a case where the mucous membrane was 
preserved by giving formaldehyde by mouth just 
before death. They found general atrophy of 
the glandular interstitial and muscular elements. 
Hurst®, however, has examined fragments of gas- 
trie mucous membrane taken from a ease of per- 
nicious anemia during an appendix operation, 
and finds no atrophy, and no more inflammation 
than in a specimen obtained in similar cireum- 
stanees from a ease of ‘‘benign’’ achylia. In 
eases of primary achylia, speeimens obtained in 
this way have generally been normal, and have 
always shown the usual number of healthy look- 
ing oxyntic cells. In his opinion primary achylia 
is not dependent on any anatomic peculiarity, 
and he considers that the gastritis found in 
many cases at autopsy is secondary to the 
achylia. 

Dr. Mattory: Something like two-thirds of 
all eases coming to autopsy have gastritis, so I 
should not bank on that in eardiaes or nephrities. 

Dr. RicHarpson: I should like to add that it 
is my definite feeling that whole liver is more 
likely to benefit these patients with subacute 
combined degeneration of the cord than the re- 
fined liver extracts. That may account for dis- 
erepancies in reports. I do not mean to say that 
I have yet formed a definite opinion about brain 
substance. It is possible that this will be more 
effective than either liver extract or whole liver 
in these cases. 


I do not believe that we made 
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PRESENTATION OF CASE 


Dr. Cartes A. Noste*: This is the case of 
a fifty-three year old widowed colored man, a 
machinist, who entered the wards of this hospital 
on December 31 complaining of intermittent 
pressure in the chest and epigastrium for the 
past year. 

Ten years before, at the age of forty-three. he 
had had onset of urination two or three times 
at night without any increase of frequency by 
day and without other symptoms. One year be- 
fore admission he had dyspnea on exertion, 
edema of the ankles in the evening and intermit- 
tent epigastric oppression coming on usually 
after exertion and sometimes after meals with- 
out pain or typical radiation. This was relieved 
by sitting down, by the belching of gas, and 
also by Epsom salts. Four months before ad- 
mission he was in rather a severe automobile ac- 
cident and thereafter for a period of a day and 
a half vomited a good deal of bright red blood. 
That cleared up and he had no further vomit- 
ing or gastro-intestinal complaints. Two months 
before admission he developed cough with a 
small amount of brownish sputum. He also had 
anorexia and weakness, so he discontinued his 
work. For the past year he had done less and 
less work on his farm. He had increasing edema. 

The family history is essentially negative. He 
was married thirteen years before admission. 
His wife died three years later, leaving one child 
living and well. She had no miscarriages. 

He had a Neisserian infection twenty-six years 
before admission. A urethrotomy was done for 
stricture. He said he had had yellow fever in 
Florida. He definitely denied lues. 

Physical examination showed quite a well de- 
veloped, obese Negro, orthopneic and in mild 
respiratory distress. He showed evidence of 
slight weight loss. The right pupil was larger 
than the left. Both reacted well to accommo- 
dation and light. The fundi showed arterioscle- 
rotie changes. The heart was enlarged to the left 
and somewhat downward and to the right also. 
The supracardiac dullness was about 7 centi- 
meters. The sounds were regular and of good 
quality, with an occasional extrasystole and a 
high pitched musical systolic murmur over the 
precordium. The blood pressure on admission 
was 200/130. The radials were palpable. The 
brachials and temporals were somewhat sclerotic. 
The lungs were essentially clear except for a 
small amount of moisture at the bases. The ab- 
domen was somewhat distended, with epigastric 
tenderness. There was a questionable mass, per- 
haps the left lobe of the liver, and fluid wave. 
There was marked edema of the legs and thighs. 


*Recently senior interne on the East Medical service. 


There was a questionable penile cicatrix, possibly 
the scar of an old luetic infection but possibly 
also some unexplained lesion. The knee jerks 
and, ankle jerks were not obtained on admission. 

On laboratory examination the red blood cell 
count was 4,300,000 to 4,900,000, the hemoglobin 
70 per cent to 75 per cent, the white cell count 
10,000. The differential count was 61 per cent 
polynuclears, 23 per cent lymphocytes. 14 per 
cent mononuclears and 2 per cent rather early 
polynuclears, probably normal cells. The urine 
showed a trace to a large trace of albumin with 
a specific gravity from 1.019 to 1.029, 0 to 5 
white cells and no red cells. A Hinton was neg- 
ative. <A liver function test showed 0 to 5 per 
cent retention. 

The temperature on admission was normal. 
The pulse was about 80. The respirations varied 
from 20 to 25. 

He was digitalized and given salyrgan with 
fair effect, but he never lost all his edema. He 
became quite comfortable however. 

On the eleventh day he suddenly complained 
of pain in the left chest and developed a cough 
with purulent sputum with a good deal of frank 
blood mixed with it. There was no rusty spu- 
tum at that time. The temperature rose to 103° 
suddenly and went down again the next morn- 
ing. There was no rise in respiration. The pulse 
went up to about 100 and the white count rose 
to 25,000. Chest examination revealed dullness 
with diminished bronchial breathing and di- 
minished fremitus without rales in the left chest 
behind. On the twelfth day after admission 
there were rales in that same region in the left 
chest behind and signs of fully developed pneu- 
monia. At that time there were also red cells 
for the first time in the urine. As he had had 
salyrgan for two days before, we wondered 
whether the salyrgan had been causing those 
red cells, therefore he received no more during 
his stay. Two mice injected with the sputum 
eame back type IV. The sputum at that time 
was negative for tuberculosis. 

From that time he ran rather a markedly 
septic temperature, rising to 105° for three days 
and then gradually coming down from 103° to 
100° in about a week. The edema increased at 
this time and there was edema not only of the 
legs but also of the hands. The non-protein ni- 
trogen was not markedly elevated. It was found 
to be 55 at that time. Then for a period of 
about two weeks he ran a normal temperature 
in spite of the edema and was fairly well, but at 
no time was there any change in the findings in 
the chest. On the thirty-sixth day after admis- 
sion he suddenly had increase of temperature, 
went rapidly downhill and died the next day. 

Dr. JAMES H. Means: I should like to ask 


about the symptoms in the last twenty-four 
hours. Was there bloody sputum? 

Dr. Nose: There was some bloody sputum 
from the time he first had sputum, that is, for a 
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period of about four weeks. There was cough 
and there were those unchanged findings in the 
chest. The temperature remained perfectly nor- 
mal after the first week. 

Dr. FrepEricK T. Lorp: What was the date 
of the ,Jast x-ray of the chest? 


Dr. Nose: There was no x-ray taken at the 
end ; the last episode was too rapid. Two x-rays 
were taken earlier, ten days to two weeks apart. 
There was no change. 

Dr. Lorp: The physical signs persisted. It 
seemed like an unresolved pneumonia. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Bronchopneumonia. 
Hypertensive and arteriosclerotic heart dis- 
ease. 


ANATOMIC DIAGNOSES 


Hypertensive heart disease. Hypertrophy and 
dilatation of the heart. 

Septicemia, streptococcus hemolyticus. 

Chronic passive congestion of the liver and 
kidneys. 

Acute hemorrhagic edema of the lungs. 


Discussion 


Dr. Tracy B. Manuory: Autopsy showed the 
usual findings of hypertensive heart disease with 
a markedly hypertrophied heart weighing 750 
grams. The kidneys were slightly granular and 
of approximately normal weight, but unques- 
tionably the weight is influenced a good deal by 
the chronic passive congestion. There was 
marked passive congestion of the liver. 

The lungs showed acute terminal edema with 
a very patchy, slightly hemorrhagic infiltration. 


The blood culture showed hemolytic streptococ- 
cus. We did not find any very adequate expla- 
nation for the persistence of the lung findings 
between the first apparent pneumonia and the 
final sepsis. There was not enough fluid in the 
chest to account for it. There was quite mas- 
sive edema. I cannot say how long it had been 
eg I think it was probably a terminal af- 
air. 

Dr. NosuE: I neglected to say that at the 
time of the terminal event there were a great 
many cases of streptococcus infection in our 
ward and we had two patients who died with 
streptococcus throats at the same time. 

Dr. Mauutory: That is a point that I think is 
one of the most interesting ones in the case. That 
is why I selected it for today, our other two 
eases also having died of streptococcus infec- 
tions. At about the same period when the epi- 
demic of streptococcus sore throats in connection 
with which this patient died occurred in the 
medical ward, there was a series of streptococcus 
infections in the surgical wards, all in presuma- 
bly clean operative cases. At the same time 
there was a small epidemic of scarlet fever which 
as you all know affected a good many nurses in 
the training school and several house officers. So 
from a clinical point of view it looks as if there 
were three pretty definite independent strepto- 
coceus infections running all at the same time. 

Dr. Lorp: Can you say from your experi- 
ence whether there is any delay in resolution in 
persons who have passive congestion ? 

Dr. Mauuory: I have not been impressed 
with it. And I should say that most of the cases 
of organizing pneumonia I remember have not 
been’ in cardiac cases, although I have never real- 
ly checked it. 
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Dr. A. Nosie*: This is the case of 
a fifty-three year old widowed colored man, a 
machinist, who entered the wards of this hospital 
on December 31 complaining of intermittent 
pressure in the chest and epigastrium for the 
past year. 

Ten years before, at the age of forty-three. he 
had had onset of urination two or three times 
at night without any increase of frequency by 
day and without other symptoms. One year be- 
fore admission he had dyspnea on exertion, 
edema of the ankles in the evening and intermit- 
tent epigastric oppression coming on usually 
after exertion and sometimes after meals with- 
out pain or typical radiation. This was relieved 
by sitting down, by the belching of gas, and 
also by Epsom salts. Four months before ad- 
mission he was in rather a severe automobile ac- 
cident and thereafter for a period of a day and 
a half vomited a good deal of bright red blood. 
That cleared up and he had no further vomit- 
ing or gastro-intestinal complaints. Two months 
before admission he developed cough with a 
small amount of brownish sputum. He also had 
anorexia and weakness, so he discontinued his 
work. For the past year he had done less and 
less work on his farm. He had increasing edema. 

The family history is essentially negative. He 
was married thirteen years before admission. 
His wife died three years later, leaving one child 
living and well. She had no miscarriages. 

He had a Neisserian infection twenty-six years 
before admission. A urethrotomy was done for 
stricture. He said he had had yellow fever in 
Florida. He definitely denied lues. 

Physical examination showed quite a well de- 
veloped, obese Negro, orthopneic and in mild 
respiratory distress. He showed evidence of 
slight weight loss. The right pupil was larger 
than the left. Both reacted well to accommo- 
dation and light. The fundi showed arterioscle- 
rotic changes. The heart was enlarged to the left 
and somewhat downward and to the right also. 
The supracardiac dullness was about 7 centi- 
meters. The sounds were regular and of good 
quality, with an occasional extrasystole and a 
high pitched musical systolic murmur over the 
precordium. The blood pressure on admission 
was 200/130. The radials were palpable. The 
brachials and temporals were somewhat sclerotic. 
The lungs were essentially clear except for a 
small amount of moisture at the bases. The ab- 
domen was somewhat distended, with epigastric 
tenderness. There was a questionable mass, per- 
haps the left lobe of the liver, and fluid wave. 
There was marked edema of the legs and thighs. 


*Recently senior interne on the East Medical service. 


There was a questionable penile cicatrix, possibly 
the sear of an old luetie infection but possibly 
also some unexplained lesion. The knee jerks 
and ankle jerks were not obtained on admission. © 

On laboratory examination the red blood cell 
count was 4,300,000 to 4,900,000, the hemoglobin 
70 per cent to 75 per cent, the white cell count 
10,000. The differential count was 61 per cent 
polynuclears, 23 per cent lymphocytes. 14 per 
cent mononuclears and 2 per cent rather early 
polynuclears, probably normal cells. The urine 
showed a trace to a large trace of albumin with 
a specific gravity from 1.019 to 1.029, 0 to 5 
white cells and no red cells. A Hinton was neg- 
ative. A liver function test showed 0 to 5 per 
cent retention. 

The temperature on admission was normal. 
The pulse was about 80. The respirations varied 
from 20 to 25. 

He was digitalized and given salyrgan with 
fair effect, but he never lost all his edema. He 
became quite comfortable however. 

On the eleventh day he suddenly complained 
of pain in the left chest and developed a cough 
with purulent sputum with a good deal of frank 
blood mixed with it. There was no rusty spu- 
tum at that time. The temperature rose to 103° 
suddenly and went down again the next morn- 
ing. There was no rise in respiration. The pulse 
went up to about 100 and the white count rose 
to 25,000. Chest examination revealed dullness 
with diminished bronchial breathing and di- 
minished fremitus without rales in the left chest 
behind. On the twelfth day after admission 
there were rales in that same region in the left 
chest behind and signs of fully developed pneu- 
monia. At that time there were also red cells 
for the first time in the urine. As he had had 
salyrgan for two days before, we wondered 
whether the salyrgan had been causing those 
red cells, therefore he received no more during 
his stay. Two mice injected with the sputum 
came back type IV. The sputum at that time 
was negative for tuberculosis. 

From that time he ran rather a markedly 
septic temperature, rising to 105° for three days 
and then gradually coming down from 103° to 
100° in about a week. The edema increased at 


this time and there was edema not only of the ~ 


legs but also of the hands. The non-protein ni- 
trogen was not markedly elevated. It was found 
to be 55 at that time. Then for a period of 
about two weeks he ran a normal temperature 
in spite of the edema and was fairly well, but at 
no time was there any change in the findings in 
the chest. On the thirty-sixth day after admis- 
sion he suddenly had increase of temperature, 
went rapidly downhill and died the next day. 
Dr. JAMES H. Means: I should like to ask 


about the symptoms in the last twenty-four 
hours. Was there bloody sputum? 

Dr. NoBtE: There was some bloody sputum 
from the time he first had sputum, that is, for a 
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period of about four weeks. There was cough 
and there were those unchanged findings in the 
chest. The temperature remained perfectly nor- 
mal after the first week. 

Dr. FreDERIcK T. Lorp: What was the date 
of the last x-ray of the chest? 

Dr. Nose: There was no x-ray taken at the 
end ; the last episode was too rapid. Two x-rays 
were taken earlier, ten days to two weeks apart. 
There was no change. 

Dr. Lorp: The physical signs persisted. It 
seemed like an unresolved pneumonia. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Bronchopneumonia. 
Hypertensive and arteriosclerotic heart dis- 
ease. 


ANATOMIC DIAGNOSES 


Hypertensive heart disease. Hypertrophy and 
dilatation of the heart. 

Septicemia, streptococcus hemolyticus. 

Chronic passive congestion of the liver and 
kidneys. 

Acute hemorrhagic edema of the lungs. 


PaTHOLoGic DiIscussION 


Dr. Tracy B. Matuory: Autopsy showed the 
usual findings of hypertensive heart disease with 
a markedly hypertrophied heart weighing 750 
grams. The kidneys were slightly granular and 
of approximately normal weight, but unques- 
tionably the weight is influenced a good deal by 
the chronic passive congestion. There was 
marked passive congestion of the liver. 

The lungs showed acute terminal edema with 
a very patchy, slightly hemorrhagic infiltration. 


The blood culture showed hemolytic streptococ- 
cus. We did not find any very adequate expla- 
nation for the persistence of the lung findings 
between the first apparent pneumonia and the 
final sepsis. There was not enough fluid in the 
chest to account for it. There was quite mas- 
sive edema. I cannot say how long it had been 
present. I think it was probably a terminal af- 
fair. 

Dr. NosuE: I neglected to say that at the 
time of the terminal event there were a great 
many cases of streptococcus infection in our 
ward and we had two patients who died with 
streptococcus throats at the same time. 

Dr. Matuory: That is a point that I think is 
one of the most interesting ones in the case. That 
is why I selected it for today, our other two 
eases also having died of streptococcus infec- 
tions. At about the same period when the epi- 
demic of streptococcus sore throats in connection 
with which this patient died occurred in the 
medical ward, there was a series of streptococcus 
infections in the surgical wards, all in presuma- 
bly clean operative cases. At the same time 
there was a small epidemic of scarlet fever which 
as you all know affected a good many nurses in 
the training school and several house officers. So 
from a clinical point of view it looks as if there 
were three pretty definite independent strepto- 
coceus infections running all at the same time. 

Dr. Lorp: Can you say from your experi- 
ence whether there is any delay in resolution in 
persons who have passive congestion ? 

Dr. Mauuory: I have not been impressed 
with it. And I should say that most of the cases 
of organizing pneumonia I remember have not 
been’ in cardiac eases, although I have never real- 
ly checked it. 
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DR. LAWLOR REJECTED BY COUNCIL. 


THE Executive Council on July 29, after a 
public hearing, rejected Dr. James J. Lawlor of 
Cambridge as a member of the State Board of 
Registration in Medicine, by a vote of seven to 
one. The chief expressed opposition was by the 
Massachusetts Osteopathic Society on the basis 
that established precedent entitled the osteo- 
paths to representation on the Board. 

Criticism of the Middlesex College of Medi- 
cine and Surgery, a Grade C school from which 
Dr. Lawlor was graduated, was met by the state- 
ment that Dr. Lawlor, and not the school, was 
on trial. On Governor Ely will now devolve the 
duty of making a further nomination to the 
Council. 

It should not be difficult for any Governor to 
obtain names which would be above criticism for 
this appointment. Honest advice from the most 
reputable sources is easily available and the 
publicity which has attended this unsuccessful 
nomination can be avoided. So important a 
position as that on the Board of Registration in 


Medicine should be exempt from the expedien- 
cies of polities for decency’s sake. 


The reputation for medical practice require- 


ments 3."ich Massachusetts holds among her” 


sister states is not an enviable one. Few of them 
will reci,. te with her. She harbors and ac- 
knowledges schools of medicine unrecognized by 
the majorivy of them. The question which con- 
cerns us is partly that of an acceptable appoint- 
ment to the Board at the present time, but more 
particularly a medical practice standard which 
will put us on a parity with the best of the other 
states. How long must we wait for this? 


LOBAR PNEUMONIA 


In our last week’s issue we published an ar- 
ticle by the Commissioner of Public Health of 
Massachusetts announcing and describing a plan 
for a special pneumonia study and service now 
being undertaken by his department. We feel 
that this study is a timely and important one, 
and that it is most fortunate that Massachusetts 
has been chosen as the field for this investiga- 
tion, because this State includes areas of dense 
and sparse population, it has wide topographic 
and climatic variety, and it has medical, public 
health and other agencies that can give excep- 
tional and valuable aid. 


Until the last few years we stood still in our 
contemplation of the pneumonia situation and 
we have all shared a sense of despair so far as 
controlling and treating the disease was con-.. 
cerned. In Massachusetts alone for the past ten 
years there have been between four thousand and 
six thousand cases reported annually and of 
this number of cases roughly one-half resulted 
fatally. The problem is one of major impor- 
tance both to the physician and health officer. 


When a specific serum was introduced by Cole, 
new hopes arose which have as yet not been fully 
realized. The necessary limitation of the serum 
to cases due to types I and II pneumococci, and 
then only when the case can be treated early in 
its course, and the failure as yet to devise a 
vaccine or other specific prophylactic agent, has 
made it impossible to prevent the spread of the 
disease or to effect the saving of any appreciable __ 
number of lives. | 

Those who have been studying pneumonia in 
its various aspects, and have been seeking facts 
concerning its etiology and spread, or who have 
been striving to discover means for its preven- 
tion and cure are now receiving handsome sup- 
port. The Metropolitan Life Insurance Com- 
pany through its Pneumonia Commission has en- 
listed the advice and services of some of our 
most able authorities, the Littauer Fund in New 
York City is financing special studies, and now 
the Commonwealth Fund of the same city has 
made a grant to the Massachusetts Department 
of Public Health for a study of the epidemiol- 
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ogy, diagnosis and serum treatment of this dis- 
ease. 


With the knowledge which has come from the 
studies of Neufeld, Cole, Park, Ave‘, Cecil, 
Felton, Lord, Sutliff and many others-we now 
have a sound basis upon which to p=’ :'&nd pros- 
ecute further investigations. It wort!d be too 
much to expect that this new and combined at- 
tack on the disease would be immediately pro- 
ductive of any great discoveries that will bring 
pneumonia under general or individual con- 
trol. The various commissions and committees 
are not working with such an end in view. They 
plan, with the scientific members of their staff 
to carry out a painstaking and thorough study 
of all the factors that make pneumonia what it 
is. With epidemiologists, clinicians, bacteriolo- 
gists, immunologists and chemists working to- 
gether instead of alone, and with the generous 
resources now at their command, we should see 
in time a valuable expansion of our knowledge 
of this disease. While under the plan proposed 
by Doctor Bigelow it is impossible to utilize the 
facilities of all the hospitals of the State or to 
study or provide for the serum treatment of all 
eases of lobar pneumonia, great benefit should 
come to all those who will follow the progress of 
this study, and should this study fulfill the ex- 
pectations of the sponsors, even to a small 
degree, it is not too much to hope that ways will 
eventually be found to obstruct its spread and to 
bring further relief to the individual sufferer. 

We commend the Commonwealth Fund of 

w York City for its endorsement and support 
of this special pneumonia service to be under- 
taken in Massachusetts. 


ACTUAL FACTS CONCERNING THE 
STATE’S ARTHRITIC SERVICE 


A RECENT newspaper article purported to out- 
line the service offered or about to be offered 
to arthritics by the State Department of Pub- 
lic Health. This was apparently inspired by a 
survey of chronic disease being continued now 
for the third summer by the Department. A 
recent questionnaire sent to all doctors in the 
State was a part of this effort to find facts in 
regard to this important matter. 


As a result of two years’ study of some 65,000 
persons the Department announced last fall its 
estimate that there were at any one time in Mass- 
achusetts about 150,000 cases of ‘‘rheumatism’’, 
90,000 cases of heart disease, and around 11,000 
eases of cancer. On the basis of quantity, dura- 
tion, disability, and the proportion receiving no 
medical attention, the rheumatics constituted 
overwhelmingly the largest problem. As a re- 
sult, legislation dealing with a hospital and the 
institution of clinics was prepared last fall and 
failed to pass. While the Department is contin- 
uing its studies in this field we understand it 
contemplates no further legislation at this time. 


THIS WEEK’S ISSUE 


ConTAINs articles by the following named au- 
thors: 


GREENHILL, J. P. B.S., M.D. Johns Hopkins 
Medical School 1919. F.A.C.S. Associate in 
Obstetrics, Northwestern University Medical 
School. Attending Gynecologist, Cook County 
Hospital, Chicago. His subject is: ‘‘The Es- 
sentials of Postpartum Care.’’ Page 274. Ad- 
dress: 185 N. Wabash Avenue, Chicago, Illinois. 


McCann, CHartEs D. M.D. Harvard Uni- 
versity Medical School 1911. F.A.C.S.  Ob- 
stetrician, Brockton Hospital. Address: 12 
Cottage Street, Brockton, Mass. Associated 
with him are: 

O’Connor, JosePH W. A.B., A.M., M.D. 
Harvard University Medical School 1907. Visit- 
ing Obstetrician, Memorial Hospital, and Con- 
sulting Obstetrician, Fairlawn Hospital, both of 
Worcester. Address: 36 Pleasant Street, Wor- 
cester, Mass. 

ParkKHurst, ALBERT E. A.B., M.D. Harvard 
University Medical School 1918. Visiting Physi- 
cian to the Beverly Hospital, Beverly, Mass. 
Address: 163 Cabot Street, Beverly, Mass. And 

SHay, Epwarp F. M:D. Tufts College Medi- 
eal School 1919. F.A.C.S. Preceptor in Ob- 
stetries, Tufts College Medical School. Visiting 
Obstetrician and Gynecologist at the Fall River 
General Hospital, Union Hospital and St. 
Anne’s Hospital. Address: 245 Cherry Street, 
Fall River, Mass. They present a ‘‘Symposium 
on ps Relief of Pain During Labor.’’ Pages 
280-285. 


Morgan, WituiAM Gerry. A.B., M.D. Uni- 
versity of Pennsylvania 1903. Professor of Gas- 
troenterology, Georgetown University Medical 
School. Consulting Staff, Garfield Memorial 
Hospital, Georgetown University Hospital and 
Gallinger Municipal Hospital. Regent, George- 
town University. His subjects are: ‘‘The Prog- 
nosis and Sequelae of Peptic Uleer.’’ Page 293 
and ‘‘Remarks on Present Day Conditions.’’ 
Page 298. Address: 1624 I Street, N. W., 
Washington, D. C. 


Oper, Frank R. M.D. Tufts College Medical 
School 1905. Clinical Professor of Orthopedic 
Surgery, Harvard Medical School. Chief Sur- 
geon, Orthopedic Department, Children’s Hospi- 
tal, Boston. His subject is: ‘‘Operative and 
Postoperative Treatment of Infantile Paraly- 
is.”? Page 300. Address: 234 Marlboro 


CHARLES ALLEN PORTER, A.M., M.D. 


In the death of Dr. Charles Allen Porter 
which occurred July 3d after a fortunately 
brief illness from an incurable disease, Boston 
and New England loses one of its outstanding 
surgeons. At the time of his death he was in 
his 65th year and apparently with the pros- 
pect of many more years of usefulness before 
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him. It was, therefore, a great shock to his 
friends that a disease of which he had little sus- 
picion should comparatively early have ended 
his career. 

He was born in Cambridge, September 9, 1866, 
the son of Dr. Charles Burnham and Harriet A. 
(Allen) Porter. His ancestry was notable and 
particularly in relation to the profession of 
medicine. His earliest American forbear of 
whom there is record was Dr. Daniel Porter who 
came to this country early in the 17th century 
and settled in Farmington, Conn. His three 
sons continued the practice of medicine, two of 
then in Farmington and one in Waterbury. In 
the next generation there were also a number of 
physicians, one of whom, Dr. James Porter, 
1745-1780, was a surgeon in the British Army 
during the Revolution. The medical tradition 
of the family did not die out and several other 
members of the family continued the practice of 
medicine in Rutland, Vermont. Dr. Porter’s 
father, Dr. Charles Burnham Porter, was the son 
of Dr. James B. Porter and was born in Rutland 
in 1840, graduating from Harvard College in 
1862, and later from the Harvard Medical School 
and Massachusetts General Hospital. He died in 
1909, having been one ef the most active and 
capable surgeons of his time, a demonstrator of 
anatomy under Oliver Wendell Holmes and an 
inspiring teacher in the medical school for 
nearly 40 years. His son, the subject of this 
notice, followed closely and worthily in his 
father’s footsteps. He was graduated from Har- 
vard in 1888, took the then optional course of 
four years at the Harvard Medical School and, 
like his father, became a surgical house pupil at 
the Massachusetts General Hospital. 

He was prominent in his college class not only 
on account of his friendly personality but also 
because of his athletic prowess. In his fresh- 
man year he rowed in his class crew but he was 
chiefly known and will long be remembered as 
a football player of unusual capacity at a time 
when the game, as it is now played, was in the 
early stages of its development. At a recent 
dinner, at which owing to his illness he was not 
able to be present, he was characterized as one 
of the best backs of that period. During his 
medical school days he never wavered in his in- 
terest for that branch of the profession which 
he later developed in such marked degree. At 
that time it was possible for students to spend 
most of the optional fourth year at the hospital 
and this Dr. Porter did. He was already versed 
in the fundamentals of surgical practice before 
he had taken his degree and before he had had 
the more intensive training as a house-pupil. 

After leaving the hospital he forthwith be- 
came an assistant in anatomy, a subject in 
which naturally he had the keenest interest and 
a high degree of proficiency. In 1894 he was 
appointed a surgeon to out-patients at the Mass- 
achusetts General Hospital and rose steadily 
through the various grades until he attained the 


position of Surgeon-in-Chief which he held for 
two years preceding his enforced retirement on 


account of the age limit at 60. In 1896 he went .. 


to Europe, combining travel and study and on 
his return was appointed an Instructor in Sur- . 
gery at the Medical School. From this he ad- 
vanced successively to Assistant Professor of 
Surgery 1909-13, Associate Professor of Surgery 
1913-16, Clinical Professor of Surgery 1916-18, 
Professor of Clinical Surgery 1918-22, when he 
was appointed John Homans Professor of Sur- 
ery and became Emeritus Professor on his re- 
tirement from active teaching. ‘ 

In 1915 he enlisted in the first Harvard 
Unit and served in English field hospitals, a ref- 
erence to which appeared in the London Times 
of July 8th. 

His society membership was comprehensive. 
He was a Fellow of the American College of 
Surgeons, the Society of Clinical Surgery, 
American Surgical Association, a member of the 
American Medical Association, Massachusetts 
Medical Society and the American Association 
for Cancer Research. His rank as Lieutenant 
Colonel in the Medical Corps of the Army made 
him eligible for the Military Order of the World 
War. He was also a member of the National 
Institution of Social Sciences and of many 
smaller societies in Boston and New England. 
He was at one time president of the New Eng- 
land Surgical Society and the Boston Surgical 
Society. 

Dr. Porter was an admirable teacher, enthusi- 
astic and convincing. He was much given to 
the use of homely illustrations to bring out tech- 
nical points which served as more elaborate de- 
scriptions would not have done, to drive home 
the idea he wished to convey. He was rather 
dogmatic in statement which, dangerous as it 
may be under certain circumstances, finds ample 
justification in didactic teaching. He was ex- 
tremely well read in surgery and took particular 
delight in studying and if possible operating on 
difficult and obscure cases. Nothing was too 
hazardous for him to undertake if he felt that . 
surgical interference was justified. He was a 
skilful dissector even in his medical school days, 
which, carried over into the practical aspects 
of his later work was naturally an asset of the 
greatest value. His courage in undertaking an 
operation from which many would shrink ap- 
pealed to the students and to his colleagues in 
the same way that his physical courage on the 
football field in his college days had appealed to 
his teammates and opponents alike. Were one 
to attempt to state his outstanding characteris- 
tics, one would perhaps put moral and physical 
courage first, enthusiasm second and a boundless 
friendliness third, all happily combined in an 
unusually charming personality. He was fur- 
thermore peculiarly approachable and quickly 
made friends with those with whom he came in 
contact whether as students or colleagues. As 
one of his younger associates expressed it, ‘‘He 
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was always available for advice or consultation 
on any surgical matter.’’ 

He was distinctly a man of action and like 
many such men found writing irksome and dif- 
ficult. His literary output, therefore, was not so 
large as that of others with far fewer ideas to 
express. What he did publish bore the impress 
of careful work based on extensive experience. 
He was a pioneer on the subject of major sepsis 
and his painstaking work in skin grafting after 
x-ray burns will long be remembered by those 
upon whom he operated and by their friends. 
It will be recalled that literally for years he 
operated again and again upon the late Dr. Wal- 
ter Dodd until finally the difficulty got beyond 
even his power to help. He was widely sought 
for the treatment of such burns, often a most 
discouraging task, which, true to his tempera- 
ment he undertook with enthusiasm and ear- 
ried out with infinite patience. He was also 
much interested in surgery of the peripheral 
nerves, especially in conjunction with the late 
Dr. Walter E. Paul, and he was one of the first 
at the Massachusetts General Hospital to op- 
erate on the thyroid gland. 

A clear indication of the esteem in which he 
was held not only by his professional friends but 
by the community in general was shown by the 
large attendance at his funeral conducted by the 
Rev. Samuel Eliot at the Arlington Street 
Church. In his death a distinguished medical 
line, which has been uninterrupted since the 
latter part of the 17th century, comes to an 
end as was likewise the case in the Warren fam- 
ily through the death of Dr. John Warren in 
1928. 

He married Dr. Margaret Corcoran Dewar of 
Glasgow, Scotland in 1898, who, with a son, 
Charles Burnham Porter, and two daughters, 
Miss Isabel DeCourcey and Miss Margaret De- 
war Porter, survive him. EK. W. T. 


MISCELLANY 
VITAL STATISTICS OF WORCESTER 
Apr. May June 
MF M F M F 


Deaths under 1 year 6 4 
1 to 5 years | 6 


” 5 to 60 years 47 38 45 33 40 26 
“3 60 years and over 48 68 50 43 36 44 
Total 108 123 108 85 88 74 


POLIOMYELITIS PREVALENT IN NEW YORK | 


CITY 


A marked increase in the prevalence of poliomye- 
litis is reported in New York City by the United 
States Daily, the number of cases of the disease 
having increased from 5 to 159 during the period 
from July 1 to 25. 

This increase has been so rapid that the City 
Health Commissioner, Dr. Shirley W. Wynne, and 


Dr. Thomas Parran, Jr., State Health Officer of 
New York, called a special conference last week to 
consider measures of preventing further spread of 
the disease. 

Assistant Surgeon General C. E. Waller and Sur- 
geon W. T. Harrison attended this conference as 
representatives of the United States Public Health 
Service. 

Preliminary reports show, however, that Massa- 
chusetts and Connecticut also have had increases 
in the number of cases of ififantile paralysis, al- 
though the higher rates of increase in these two 
States are not so pronounced as is that of New 
York. Additional information made _ available 
follows: 

The increase in a period of less than 21 days of 
from 5 to 195 cases of infantile paralysis in New 
York City is significant, not because of the actual 
number of cases at the present time, but because 
of the rapid rate of increase. Strangely enough, 
this outbreak has occurred in practically the same 
center as did the last serious outbreak in 1916. 

The Public Health Service is seeking more ade- 
quate statistics on the prevalence of infantile 
paralysis in areas adjacent or near New York. 
Figures reported up to July 25 show that 79 cases 
have been reported in Massachusetts since January 
1. Of this total number, however, 40 have been re- 
ported since July 1, and 14 cases have been re- 
ported in the week ended July 25. A faster rate of 
increase in prevalence likewise has been noticed, 
therefore, in Massachusetts during the last three 
weeks. 

Connecticut has reported 19 cases of infantile 
paralysis since July 1. New Jersey reported 18 
cases and Pennsylvania 12 during the same period 
between July 1 and 25. More complete figures for 
all New England States are being sought, however. 


HEALTH SERVICE WEEKLY REPORT 


The United States Public Health Service has 
issued the following statement regarding the preva- 
lence of communicable diseases in the United 
States. 

The 95 cities reporting cases used in the following 
table are situated in all parts of the country and 
have an estimated aggregate population of more 
than 32,815,000. The estimated population of the 
88 cities reporting deaths is more that 31,270,000. 
The estimated expectancy is based on the experi- 
ence of the last nine years, excluding epidemics. 
Weeks ended July 4, 1931, and July 5, 1930: 

Estimated expectancy, A: 

Cases reported 
Diphtheria: 


1931 1930 A 

46 States 614 650 = 

95 cities 297 359 592 
Measles: 

46 States 6,593 5,538 = 

95 cities 2,183 1,677 — 
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Meningococcus meningitis: 
46 States 56 70 — 
95 cities 26 71 _ 
Poliomyelitis: 
46 States 45 173 — 
Scarlet fever: 
46 States 1,726 1,141 — 
95 cities 657 462 586 
Smallpox: 
46 States 571 781 -_ 
95 cities : 37 40 28 
Typhoid fever: 
46 States 476 532 _— 
95 cities 64 62 63 
Deaths reported 
Influenza and pneumonia: 
88 cities 401 341 — 
Smallpox: 
88 cities 0 0 —_ 


PAN-AMERICAN MEDICAL CONGRESS 


The third Pan-American Medical Congress opened 
in Mexico City on July 26, President Ortiz Rubio 
presiding at the opening ceremony. The American 
delegation consisted of twenty-eight physicians, 
headed by Dr. E. J. William Greene, hospital inspec- 
tor for the State of New York. 


HAMPSHIRE HILLS DAIRY DEDICATES 
MILKING PARLOR 


The first modern milking parlor in New England 
was dedicated on July 22 in the presence of about 
800 guests at Hampshire Hills Dairy, in Wilton, 
New Hampshire, owned and operated by the Whit- 
ing Milk Companies. The “parlor” is capable of 
milking nine cows at a time. From the barns to 
the parlor are covered lanes, on an up-grade, and 
through these the cows walk single file to the door 
of the parlor. As they wait admittance their hoofs 
are in a pool of disinfecting liquid, while an attend- 
ant washes the milkbag clean. Each cow is then 
led into an individual compartment and harnessed 
to an automatic vacuum milking machine. 

As the milk flows through the tubes it goes into 
‘a glass cylinder which registers the amount and 
weight. When the milking is completed the milk 
is released from the cylinder and forced through 
an overhead pipe-line into a cooler in another room. 
There it pours into bottles as fast as it attains the 
desired temperature, the bottles are capped and 
are immediately pasteurized and cooled. By this 
process the milk goes from cow to bottle without 
being touched by human hands at any stage, and 
without coming in contact with the air. 

Among the speakers at the dedication were the 
Honorable Andrew L. Felker, Commissioner of 
Agriculture of New Hampshire; Professor Freder- 
ick W. Taylor, Dean of the University of New 
Hampshire; Dr. Franklin G. Balch, former Chairman 
of the Medical Milk Commission of Boston; Frank 
E. Mott, inspector of milk for the city of Boston; 


and Dr. Milton J. Rosenau, Professor of Preventive 
Medicine and Hygiene at the Harvard Medical 
School. 

The speakers stressed the importance of the 
dairying business of New England, particularly as 
regards its improvement in quality and especially 
the value of certified milk. Mr. Mott emphasized 
the forward step that was taken with the general 
acceptance of certified milk—pasteurized. 


TUBERCULOSIS ABSTRACTS 


By THE NATIONAL TUBERCULOSIS ASSOCIATION, 
1931 

The Twenty-seventh Annual Meeting of the Na- 
tional Tuberculosis Association, held at Syracuse, 
New York, May 11-14, 1931, was attended by 1,010 
registrants. Papers and discussion dealing with the 
pathological, clinical, social, and administrative as- 
pects of tuberculosis furnished a well-balanced pro- 
gram. While most of the papers were of interest 
primarily to specialist groups, all contributed to our 
general knowledge of tuberculosis. All papers, 
either in their entirety, or as comprehensive ab- 
stracts, will be published a few months hence in the 
Transactions of the National Tuberculosis Associa- 
tion. A few high lights of general interest are 
here presented. 


TUBERCULOSIS WORKERS REPORT PROGRESS AT ANNUAL 
MEETING 


The opening session celebrated the twenty-fifth 
anniversary of the Christmas seal, the device which 
made possible the financing of the tuberculosis 
movement in the United States. Miss Emily P. 
Bissell, who introduced the seal in this country, was 
the guest of honor. 

Dr. Livingston Farrand, president of Cornell Uni- 
versity, who served as executive secretary of the 
National Tuberculosis Association from 1905 to 1914, 
described how the Christmas seal sale grew from 
$3,000 in 1910 to $5,350,000 in 1930. The total 
receipts from this method of fund raising in the 
United States have aggregated $58,640,000. This 
money has been used largely for the promotion of 
official measures designed to combat tuberculosis, 
and by this means there have been secured from the 
public purse sums that aggregate at the present time 
close to $500,000,000. “Christmas seals invested in 
community organization have resulted in dividends 
of incalculable benefit.” 

Emily P. Bissell recounted the origin of the Christ- 
mas seal. She was interested in 1907 in raising a 
few hundred dollars to provide a small sanatorium of 
8 beds for consumptives in Wilmington, Delaware. 
Having read Jacobs Riis’ description of the Danish 
Christmas seal in The Outlook, she decided to 
adopt the method. The first seal issued aroused 
scant interest until the Philadelphia North American 
gave it publicity and proved the possibilities of 
raising money through the sale of penny stickers. 
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The seal was not a sudden inspiration or a detached 
idea. As a social worker, Miss Bissell had learned 
that fairly large subscriptions may be obtained for 
a worthy project from a few individuals if it is 
explained to them. But the real public, the people 
who can afford to give from ten cents to one dol- 
lar, are difficult to reach. The Christmas seal 
makes it possible for all to participate and also 
enlists widespread individual interest in the prob- 
lem of tuberculosis. 


MEDICAL RESEARCH 


Dr. Florence R. Sabin outlined the program of the 
Committee on Medical Research under the chair- 
manship of Dr. William Charles White. Under the 
plan, various universities and laboratories through- 
out the country coéperate in the solution of carefully 
outlined problems. All the groups engaged in the 
work meet frequently and discuss their progress. 

One of the projects is that of subjecting strains 
of acid-fast bacilli, of which the tubercle bacillus js 
one, to chemical analysis. The essential founda- 
tion for such a survey is a synthetic culture medium 
of known and constant composition free from any 
protein, complex carbohydrates, and lipoids. The 
various products of the medium, as well as the 
chemical fractions of the tubercle bacillus, are 
submitted to biological tests in order to determine 
the specific physiological reaction of each fraction or 
pure substance. For example, saturated fatty acids 
derived from the tubercle bacillus reproduce typi- 
cal tubercles in animals. Both proteins and carbo- 
hydrates derived from the tubercle bacillus repro- 
duce the toxic symptoms characteristic of the dis- 
ease. After each new fraction of the tubercle bacil- 
lus is isolated, it is tested in the biological labora- 
tory, the end in view being to formulate a complete 
catalogue of the component parts and their physio- 
logical reaction. 

Other studies include an investigation into the 
physiology, particularly the respiration rate, of liv- 
ing tubercle bacilli, One worker has devised a 
means of isolating a single bacillus and watching its 
entire life cycle under the microscope. Another 
group is attempting to standardize the reading of 
x-ray plates and the construction of x-ray equipment. 


NEW DISCOVERIES ANNOUNCED 

At the meeting of the American Sanatorium As- 
sociation, one of the affiliated groups, several im- 
portant research developments were announced. Dr. 
E. Fenger of Glen Lake Sanatorium, Minnesota, 
speaking for the group who participated with him, 
reported on a new tuberculin known as MA-100. 
This is a protein common to all acid-fast bacilli. The 
combined results of several investigators justified 
the opinion that the new tuberculin possesses four 
distinct advantages: (1) it is free from all sub- 
stances that might render the positive reaction un- 
certain; (2) it can always be produced at the same 
iso-electric point in precipitation; (3) it contains 


nothing except what is manufactured by the germ 
of tuberculosis itself; (4) it can be diluted in quan- 


tity accurately to enable every physician to know 
exactly how much of the active element he is 
using. - 

Professor Charles Weyl of the University of Penn- 
sylvania, technical adviser of a group headed by 
Dr. F, Maurice McPhedran which is endeavoring to 
standardize x-ray equipment, announced a method 
of making x-ray pictures of the chest so synchronized 
as to take several short exposures between heart 
beats. The resulting composite negative produces a 
clear picture free from blurring caused by the heart’s 
action. Professor Weyl compared the mechanism of 
the apparatus with that used in combat airplane, 
whereby machine gun bullets may be shot between 
the whirring propeller blades. The device marks a 
step in advance towards standardizing x-ray pic- 
tures. 

Another advance in the work with the x-ray was 
made public at the meeting by the same group, which 
has been attempting for several years to eliminate 
variations in the results obtained with different x-ray 
machines. Differences in lighting and mechanical ac- 
tion of apparatuses heretofore have made the accur- 
ate reading of negatives depend upon due allowances 
for peculiarities known to exist in the operation of 
the individual machine. For example, pictures made 
in one city with a certain apparatus would be found, 
if the patient moved to another city, to be of little 
use in diagnosing progress of tuberculosis because 
the second physician would not be conversant with 
the variables characteristic of the first machine. 

By means of an instrument called a ‘comparator 
densitometer,” designed and constructed by the 
group making the report, a standard is established 
which the operator can use to know in advance of 
taking the x-ray that a certain established density 
in the picture will be obtained. This enables 
physicians in different parts of the country to work 
with x-rays upon a uniform basis, as well as reduc- 
ing the variations that have stood in the way of 
accurate judgment. 

In addition to these developments, it was an- 
nounced at the meeting that a fixed resistor has 
been designed which will test the supply of elec- 
trical current; also a peak voltmeter for vacuum 
tubes, and a standard testing apparatus which 
will help hospitals, sanatoria, and laboratories to 
choose the x-ray machine best suited to their needs. 


EXPANSION OF TUBERCULOSIS ASSOCIATIONS 

Harry L. Hopkins, director of the New York Tu- 
berculosis and Health Association, discussed the 
question, “Should the Tuberculosis Association Go 
into Other Health Fields?” The rapid decline of 
the tuberculosis death rate and the wide increase of 
public facilities, such as sanatoria, clinics, health 
departments, and nurses, warrant the tuberculosis 
associations in giving serious thought to future pro- 
grams. The campaign against tuberculosis has by 
no means been won; an aggressive warfare must 
be continued, but it should no longer be in the form 
of direct services rendered. Rather should it be to 
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encourage public authorities to provide funds for 
adequate sanatorium beds, more _ tuberculosis 


clinics, more nurses, and more tuberculosis physi- 
cians. Its direct services should be limited to 
health education, and even here more efforts should 
be made to induce the public authorities to extend 
their own facilities. Associations can properly take 
part in direct activities of a research nature and 
more particularly those that are demonstrations 
in character. 

Tuberculosis associations, national, state, and lo- 
cal, are admirably equipped to extend their efforts 
in combating other forms of disease and in promot- 
ing positive public health work. Among the projects 
that have already been undertaken by certain asso- 
ciations are the campaigns against diphtheria and 
heart disease, the promotion of mental hygiene, 
child health work, and social hygiene. 


OFFICERS ELECTED 

The officers of the National Tuberculosis As- 
sociation elected for the ensuing year are: President, 
Dr. Alfred Henry, Indianapolis; vice-presidents, Dr. 
John H. Peck, Des Moines, and Dr. Willard B. 
Soper, West Haven, Connecticut; secretary, Dr. 
Charles J. Hatfield, Philadelphia; treasurer, Henry 
B. Platt, New York City. Officers of the American 
Sanatorium Association, whose sessions were held 
simultaneously, are: President, Dr. Harry Lee 
Barnes, Wallum Lake, Rhode Island; vice-president, 
Dr. Fred H. Heise, Trudeau, New York; secretary, 
Dr. W. H. Ordway, Mt. McGregor, New York. 

The Trudeau Medal “for the most meritorious 
contribution on the cause, prevention or treatment 
of tuberculosis” was awarded this year to Dr. Allen 
K. Krause. 


THIRD INTERNATIONAL CONGRESS 
ON RADIOLOGY 


The third International Congress on Radiology, the 
New York Times reports, met at the Sorbonne this 
afternoon for sessions lasting six days. Two of the 
principal interests before the congress are the 
treatment of cancer and its standardization. 

Leading radiologists of the world, representing 
twenty-six countries, assembled for the opening. 
They include seventy-five Americans. Mme. Curie 
is honorary president of the congress, with Dr. 
Antoine Béclére of Paris presiding. 


CORRESPONDENCE 


THE SAFER WAY IS THE BETTER WAY 


Editor, New England Journal of Medicine. 
Dear Sir:— 

In the issue of the Journal for July 16, there are 
two items which perhaps could profitably be brought 
a little nearer to each other. On page 155 there is 
an account of an autopsy at the Massachusetts Gen- 
eral Hospital in which occurs the statement: “the 
liver weighed only 800 grams of which at least 500 
consisted of large irregular nodules ... and the re- 


maining 300 grams consisted of ... early scar tis- 
sue”. The patient’s doctor stated that he had “pre- 
scribed a general hygiene of rest and diet and gave 
her ‘farastan’”. On page 168 of the same number 
of the Journal there is a review of the Reports of — 
the Council on Pharmacy and Chemistry of the 
A. M. A. for 1930 in which appears the item: “Faras- 
tan, an unscientific iodine-cinchophen preparation 
proposed ‘for routine use in arthritis ... and rheu- 
matoid conditions.” Of course the name farastan 
does not indicate the presence of the powerful drug 
cinchophen concerning which Dr. Mallory remarked: 
“There is an ever increasing number of cases of 
acute yellow atrophy being reported following the 
use of cinchophen compounds of one sort or another. 
At the recent pathological meeting in Cleveland two 
groups of half a dozen cases each were reported, and 
ten other people at the discussion mentioned cases 
that they had seen. The clinical evidence of those 
cases seems to show beyond question that in human — 
beings cinchophen may cause extensive necrosis of 
the liver and death.” 

The American Medical Association makes it very 
easy for a physician to inform himself concerning 
the newer drugs. Most of the new drugs, which are 
not in the U. S. Pharmacopoeia, and which offer 
some promise of being of value are described in New 
and Non-oficial Remedies. This volume also lists, in 
a supplement, a large number of drugs, including 
farastan, which the Association has examined and 
found wanting: references to the reports of the ex- 
amination upon which the action was taken are 
given, so that the physician can determine for him- 
self whether he is acting wisely in prescribing these 
drugs. The cost of the book (New and Non-offcial 
Remedies) is only nominal. It may be suggested 
that the physician would find this little book of 
rather more value than the monthly publication (the 
chief purpose of which seems to be the exploitation 
of such drugs as “farastan”) which is distributed 
to the profession with the “compliments” of a house 
which seeks the patronage of physicians. 

Rem Hunt, M.D. 


REPORTS OF MEETINGS 


INTERNATIONAL UNION AGAINST 
TUBERCULOSIS 


The annual meeting of the Council of the Inter- 


national Union against Tuberculosis, whose Chair- 
man is Professor Frélich (Norway), was held in 
Paris on Thursday, July 9; delegates from seven- 
teen countries attended this meeting. At 10 A. M. 
an administrative session took place at the head- 
quarters of the Union, 2 Avenue Vélasquez, Paris. 
It was decided that the next Conference of the In- 
ternational Union would be held at The Hague from 
September 6 to 9, 1932, and that the three follow- 
ing subjects, selected from a list of questions sub- 
mitted by the various countries belonging to the 
Union, would be inscribed on the agenda: Biologi- 
cal subject: “The Relationship Between Allergy and 
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Immunity”; the opening report will be read by a 
person to be designated later; Clinical subject: 
Gold-therapy, opening report by Professor Sayé 
(Barcelona); Social subject: After-Care Schemes for 
the Tuberculous, opening report by B. H. Vos 
(Hellendoorn). According to the method adopted 
at the Oslo Conference ten speakers, selected from 
different countries, will be designated to open the 
discussion on each of the three main subjects. 

The scientific session was held at the Pasteur 
Institute, in the new tuberculosis laboratories which 
the members of the Council visited under the guid- 
ance of Professor Calmette. The meeting was de- 
voted to the report of Dr. Soper (United States) on 
“A Standard Anti-Tuberculosis Plan”; in Dr. Soper’s 
absence his report was read by Professor Opie 
(United States). Professor Valtis (Greece) then ex- 
plained the steps taken in regard to the anti-tuber- 
culosis campaign in his country. These reports 
were followed by a discussion in which Professor 
Léon Bernard,’ Secretary General of the Union, 
Professor Knud Faber (Denmark), Colonel Rudzki 
(Poland) and others took part. 

On the same evening the members of the Council 
dined at the Indo-Chinese pavilion in the Colonial 
Exhibition, where they were the guests of the 
French National Committee for the Campaign 
against Tuberculosis. M. Blaisot, Minister of Pub- 
lic Health, kindly consented to attend the party, 
and in the name of the French Government he 
gave an address of welcome to the members of the 
Council. 


EIGHTIETH ANNIVERSARY OF THE PLYMOUTH 
DISTRICT 

More than 75 physicians and surgeons with their 
wives and friends met in old Plymouth on July 16, 
1931, to celebrate the Eightieth Anniversary of the 
founding of the Plymouth District branch of the 
Massachusetts Medical Society. The program was 
arranged by Dr. Francis D. Donoghue, Medical Di- 
rector of the Massachusetts Industrial Accident 
Board. Dr. Donoghue was unable to be present be- 
cause that morning he sailed for Europe on a spe- 
cial mission. The meeting was opened at 11:15 
A. M. by President John J. McNamara, President 
of the Plymouth District Medical Society. Dr. 
McNamara gave a short address of welcome to the 
guests and friends and stated that they were priv- 
ileged to listen to some very fine lectures and 
also to see some splendid demonstrations as Dr. 
Donoghue had arranged a very interesting program 
for their Eightieth Anniversary. This clinic and 
demonstration was held at the Jordan Hospital, 
Plymouth, Massachusetts. There was a short busi- 
ness meeting before the clinic and demonstration. 
Dr. George A. Moore read the minutes of the last 
regular meeting and they were approved. Dr. 
Nathaniel Noyes of Duxbury moved that a letter be 
sent to Dr. Wilfred Brown, one of the oldest and 
most prominent members of the Plymouth District 
Society, who was ill at his home. This was so 
voted. Dr. Charles G. Miles moved that a com- 


mittee on resolutions be appointed by President 
McNamara on the recent death of one of the promi- 
nent members of the society, Dr. John F. Callahan. 
Dr. McNamara immediately appointed the commit- 
tee on resolutions which consisted of Dr. Thomas 
H. McCarthy, Dr. Charles G. Miles, and Dr. M. Frank 
Barreit. 

The first speaker of the morning was then in- 
troduced by Dr. McNamara. In introducing Dr. 
Cadis Phipps, Professor of Clinical Medicine at 
Tufts Medical School, Dr. McNamara said that we 
were very fortunate in having Dr. Phipps come to 
Plymouth to lecture on the subject of “Pericar- 
ditis.” 

Dr. Phipps went into his subject very thoroughly. 
In discussing the etiology of Pericardial effusion he 
stated that any form of infection could conceivably 
cause it, even the gonococcus and B. coli communis 
having been recorded, although rheumatic fever is 
by far the commonest. It also very commonly oc- 
curs with pneumonia. Tuberculosis, although of- 
fered as a frequent etiology, is rare. In the last 
stage of nephritis a toxic or mechanical pericardial 
effusion occurs. It very rarely follows trauma, es- 
pecially industrial trauma; in fact it is so rare that 
it is negligible in coronary occlusion. It is, how- 
ever, more frequent than we would suspect from 
the literature. Dr. Phipps then took up the diag- 
nosis, saying that it is best made from clinical ob- 
servation, and that there are four striking symp- 
toms, 1, pain; 2, dyspnoea which is very oppressive 
and choking in character; 3, cough, often brassy 
and paroxysmal; 4, vomiting which is sometimes 
misleading. Some of the important physical signs 
are — first, the antecedent rub which sometimes 
persists even in the presence of considerable effu- 
sion; second, the muffling and displacement of the 
apex beat and heart sounds, which depend some- 
what on the position of the patient; third, increas- 
ing size of the heart; fourth, shape of the heart. 
This last is sometimes confusing because of the 
difference in the apparent shape on percussion and 
the real shape as seen by x-ray. X-ray is the best 
single means of diagnosis. The electrocardiograph 
is practically worthless for the diagnosis of the 
effusion itself. He then discussed the treatment, 
saying that practically all serious effusions are ab- 
sorbed; obviously this depends upon the underlying 
condition. Certain drugs have been tried but have 
at the most very little effect. Bleeding is of great 
value as an indirect means of treatment. Tapping 
should be performed if there is pus and occasional- 
ly, which is rather rare, simple drainage through 
a needle will cure the condition. The other indica- 
tion for tapping is an effusion which is so great and 
which has collected so rapidly that it endangers 
the patient’s life from mechanical embarrassment. 
MacKenzie states that he has never seen an effu- 
sion so great as to endanger life and also speaks 
of the distensibility of the pericardium under 
pathological conditions. 

The type of needie used is a small trocar first and 
second an ordinary thoracentesis needle. The place 
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to tap depends upon the individual case. The dan- 
gers of tapping were then discussed, Dr. Phipps say- 
ing that he had never seen a fatality and had never 
read of any in the literature. Two of the doctors 
present personally spoke to Dr. Phipps about a 
fatality at the Peter Bent Brigham Hospital where 
the auricle had been punctured. Dr. Phipps said 
that he had seen hemorrhage on several occasions 
from injury to large veins and that he had had an 
unfortunate experience in piercing the left ventricle 
but that he did not have any bad results or after 
effects. In talking with other men (Ames, Sears, 
etc.) he found that their experiences had been 
similar. Dr. Phipps cited two cases, one seen with 
Dr. Edgar Hill at the Jordan Hospital and the other 
with Dr. Nathaniel Noyes. Dr. Noyes’ case illus- 
trated some of the difficulties and dangers that are 
encountered in this kind of case. The man had a 
bloody effusion resulting from a coronary throm- 
bosis and evidently most of the heart shadow seen 
on the x-ray was due to dilatation of the heart 
rather than effusion, as it was impossible to insert 
the needle any distance inside the pericardial sac 
without striking the heart muscle. This case did 
as well as could be expected under the existing 
conditions. Dr. Phipps stated that he wanted to 
stress one particular point thoroughly and that was 
the too rapid withdrawal of fluid from the peri- 
cardial sac and he mentioned some of the common 
places where the needle might be inserted in the 
withdrawal of this fluid. He said further that 
there was a relative infrequency of tuberculous ef- 
fusion and also stressed the fact that pericardial 
effusion might well result from coronary disaster. 
He said that the x-ray in this kind of case was the 
most important factor in diagnosis. 

The next speaker of the morning introduced by 
Dr. McNamara was Dr. William E. Browne, Junior 
Visiting Surgeon of the Carney Hospital, Boston, 
Mass. He took for his subject “Restoration of the 
Functions of the Hand.” Dr. Browne, without 
doubt, gave one of the finest lectures and demonstra- 
tions that has ever been given before the Plymouth 
District Medical Society. 

At the outset it was made clear that, in the 
brief space of time allotted to him, no single phase 
of this subject could be treated in any exhaustive 
manner. 

Dr. Browne reported a series of one hundred and 
forty-one reconstructive operations on the hand be- 
fore the American Surgical Society at the Carney 
Hospital on December 3, 1921. Since that time four 
hundred and twelve additional cases have been op- 
erated upon. The speaker made it clear that very 
few of the matters discussed were original with 
him, other than certain splints used in this work 
and certain technique used, especially with refer- 
ence to tendon suture and treatment of lumbrical 
abscesses. A brief résumé of the important points 


in the anatomy of the arm, forearm and hand were 
described and certain important anatomical land- 
marks were emphasized, especially concerning the 


median and ulnar nerves. Wet dressings or hot 
soaks were never used in any case in this group; 
that is, in acute inflammatory conditions. Wet 
dressings or hot soaks cause maceration of the 
outer surface of the skin, which at times seems to 
promote furtherance of septic processes. Immobili- 
zation of an infected hand, plus the use of large 
flaxseed poultices, has given very good results. Con- 
cerning plastic operations on crippled hands, the 
speaker made it clear that the work done by Dr. 
Allen B. Kanavel and his associates in Chicago is 
probably the best work which has been done in this 
department of surgery in the country. 

A group of splints devised by Dr. Browne was 
shown. Among these were, first, a splint for frac- 
tures involving interphalangeal joints; second, an 
ordinary cock-up splint easily made; third, a splint 
for fractures of the trapezium and a modification for 
fractures of the scaphoid where operative interfer- 
ence was unnecessary; fourth, a splint for com- 
pound fractures of metacarpal bones, the use of 
which permits the hand to be maintained in a fixed 
position while daily dressings are done; fifth, a 
splint used with good results in fractures of meta- 
carpal bones associated with tendon injuries, the 
removal of the distal half of which allows early 
motion to be instituted, and last, a group of splints 
prepared along the lines laid down by Dr. Kana- 
vel. This last group of splints was made of alumi- 
num. Each splint was specially prepared for each 
individual case. 

Finally a group of five patients was presented, the 
first showing results in tendon suture after two 
previous operations had been done. This boy pre- 
sented a hand which appeared in every way normal, 
viewing it as a whole, but actually on close inspec- 
tion there was no flexion in the terminal inter- 
phalangeal joints of the third and fourth fingers. 
By reéducating the fingers; that is, by a system of 
exercises by which one finger aids the other the 
man was given a very useful and at first sight an 
apparently normal hand. 

Secondly, a man who was injured in March 1931, 
who had lost the integument covering the entire 
dorsum of the hand, was shown. This man had been 
sent down from Ayer for skin graft. The use of a 
specially prepared splint and a very narrow strip 
of adhesive plaster had in a short time covered this 
denuded area so that now his hand is 60 to 70% 
normal. He is back at his work. 

Thirdly, the results of nerve sutures in median 
and ulnar nerves — operation performed eleven 
weeks ago—resulted in very rapid improvement in 
the hand with apparent success in these nerve 
sutures. 

Lastly, two cases of extensive full thickness grafts 
were shown—one still under treatment—a man who 
had been operated on eight weeks ago who said 
before the gathering that he now has 100% more 
use of his hand than he did before this operation 
was performed; and lastly, a young lady who had 
been disabled and could not work for two years prior 
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to operation, and who had contractures of the second, 
third, fourth and fifth fingers so that the tips of 
the third, fourth and fifth fingers very nearly 
touched the palm of the hand — and twelve weeks 
after operation she returned to her work. 


Dr. Browne was given a splendid tribute of ap- 
plause after his fine lecture and demonstration. 


The next speaker whom Dr. McNamara introduced 
was Dr. Arial W. George, x-ray expert of the Mass- 
achusetts Industrial Accident Board, who took for 
his subject “X-ray Errors in Diagnosis.” Dr. George 
demonstrated his talk by various x-ray pictures that 
had been taken by him. He explained in detail! 
errors in diagnosis that had been made and by aid 
of the x-ray these errors had been discovered. Dr. 
George gave a splendid talk that was very much 
appreciated by the physicians and surgeons present. 

At the close of the program, Dr. A. C. Smith 
moved that a rising vote of thanks be given to the 
three men who had so ably demonstrated their 
subjects. The meeting then adjourned and an in- 
spection of the Jordan Hospital took place. At 
1:30 P. M. the annual mid-summer dinner, com- 
memorating the JBightieth Anniversary of the 
Plymouth District Medical Society, was served at 
the Mayflower Hotel in Manomet. The members of 
the society and their guests marched into the Din- 
ing Hall accompanied by an orchestra. After the 
dinner there were several addresses made by guests 
seated at the head table, Dr. McNamara acting as 
toastmaster and introducing the speakers. Dr. 
McNamara said, “It is my pleasure to be your presi- 
dent this year on your Hightieth Anniversary. From 
a small society that consisted of 11 members in 
1851, our society now consists of 128 members and 
includes all of the Plymouth District, Middleboro, 
Lakeville and the Eastons, in fact all of the sur- 
rounding towns of Brockton. It is unnecessary for 
me to tell you what we have tried to do in the 
Plymouth District but I shall simply say this, that 
we try to be as near 100% as we can, loyal to the 
parent society. We want the officers of the parent 
society to feel that the Plymouth District has stood 
solidly behind them in all of the work they are try- 
ing to do. The Plymouth District Society is active 
and strong at the present time. We have no use 
for the drones; we want workers. We feel that 
most of the members of our society at the present 
time are workers and have only one idea in view 
and that is to make the Plymouth District Society 
an equal to any district society in the State of 
Massachusetts. We have with us today Dr. Halbert 
G. Stetson, the newly elected president of the 
Massachusetts Medical Society. This is his first 
appearance at any gathering of medical men since 
he has been elected to that high office. I now pre- 
sent to you our president, Dr. Halbert G. Stetson.” 
Dr. Stetson was greeted with tremendous applause 
by the members and friends present. President 


Stetson said that he came especially to Plymouth 
to help celebrate the Eightieth Anniversary of the 
Plymouth District Medical Society. 


He said, “I am 


very glad to extend to you greetings on your birth- 
day. Not all of us reach this birthday. While you 
are 80 years of age you are still young. I want 
especially to compliment you on the way that your 
legislative committee headed by Dr. Thomas H. 
McCarthy, vice-president of the Massachusetts Medi- 
cal Society, and a very active member in your dis- 
trict society, has done its work. He and his col- 
leagues have done splendid work. They have suc- 
ceeded in bringing the various senators and repre- 
sentatives together at an annual dinner each year 
and at these dinners the various medical bills have 
been explained to them in order that they may fully 
understand what these bills mean that come up be- 
fore the legislature each year. It is only by means 
of this kind that there can be an intelligent under- 
standing of the medical bills that are so imporant 
to us. Every physician in the State should take in- 
terest in medical legislation that pertains to our 
society. We have got to get solidly behind all 
medical bills that are a benefit to the great num- 
ber of physicians throughout the State. It is only 
by legislative committees like yours of the Plymouth 
District that this work can be done. When I know 
more about this office that I have been elevated 
to, perhaps I can bring a better message to you. 
However, one thing that I wish especially to urge 
each and every member of the Plymouth District 
Society to do is to become a member of the Ameri- 
can Medical Association. It is doing wonderful 
work and needs all the coédperation that it can pos- 
sibly get from the members of our society. The 
American Medical Association is very valuable. Any 
member of that association who wants information 
pertaining to medical matters can write at any 
time to its secretary in Chicago and get all the in- 
formation that he wants. I hope you will see the 
benefit of becoming a member of that wonderful 
organization. One more point that I would like to 
bring to you is to be extremely careful about 
taking in new members in your Society. Remember, 
character and standing in the medical profession 
should be considered at all times. Do not weaken 
your society by enrolling physicians and surgeons 
in your section who would be a liability instead of 
an asset to you. We want every physician in our 
society who will be a credit to us but I do not think 
it would be good form to take men into our society 
who would be a burden to us.” Dr. Stetson was 
given an enthusiastic ovation at the conclusion of 
his remarks, 


Dr. McNamara at this time read a letter from 
Governor Ely conveying his regrets that he could 
not be present at this Eightieth Anniversary of the 
Plymouth District Medical Society. Dr. McNamara 
said that he took great pleasure in introducing to 
the society the acting Governor, Frederick W. Cook, 
Secretary of State, who spoke as Governor Ely’s rep- 
resentative. Secretary Cook said in the course of 
his remarks that Massachusetts was the first state 
to compile vital statistics, this being a duty which 
he had to perform. He said that a record must be 
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made correctly of the birth of a boy or a girl, ex- 
plaining that if a boy or girl, shortly after its birth 
should be taken to Europe and then decide to return 
to the United States, it can readily be seen how im- 
portant a correct birth certificate is. Secretary 
Cook then paid a glowing tribute to the work that 
the cancer commission, ied by Dr. George H. Bige- 
low, had been doing. He said, ‘“‘We have a cancer 
hospital now in the State of Massachusetts and I 
believe that it is the only one of its kind in the 
United States. We have cancer clinics which have 
been organized throughout Massachusetts. I un- 
derstand that these clinics are doing wonderful 
work and their work has only been a start. The 
diagnoses of physicians are better now than they 
ever were and I believe that it will be only a ques- 
tion of time when every cancer case in the state of 
Massachusetts will be recorded, and a good many 
lives saved thereby. I live here in Plymouth and I 
am glad to be here today. I urged the Governor 
to come but he couldn’t be here owing to a previous 
engagement that he positively had to meet. If I am 
the acting Governor, as the president of your So- 
ciety stated today, I am very glad to bring the 
State’s greetings to you.” 

In introducing the next speaker, Dr. McNamara 
said, “He needs no introduction. He has been ex- 
tremely active and helpful in the upbuilding of our 
society. He has stood for everything that tends to 
make our society an active one. From president of 
our society, he was elevated to Vice-President of the 
parent society and for the first time in 150 years, 
as I understand it, he was reélected Vice-President 
of the Massachusetts Medical Society. It is an ex- 
treme pleasure for me to introduce one of our own 
members who will talk to you on the subject of ‘The 
general practitioner and his present status,’ Dr. 
Thomas H. McCarthy.” Dr. McCarthy arose and 
after the applause died down started on an introduc- 
tory statement in regard to the 80th anniversary of 
the Plymouth District Medical Society. 

“Today we are observing the Eightieth Anniver- 
sary of the organization of our District Medical So- 
ciety. By an act of the legislature in 1850, the 
Massachusetts Medical Society was authorized to 
divide into districts; and later in that year, with 
others, the Plymouth District was set apart. It was 
not, however, until May, 1851, that the physicians of 
this county met and organized. 

“In that valuable little book, compiled by Dr. Gil- 
man Osgood of Rockland, on the Sixtieth Anniver- 
sary, he wrote that they were then ‘establishing a 
precedent which may lead to the observance of 
a seventy-fifth or one hundredth anniversary’. The 
seventy-fifth has passed and gone without any ob- 
servance. May we hope that at the one hundredth 


year those of you who are now among us and living 
at that time, and our successors, will observe it with 
all the appropriate ceremonies it will deserve. 

“The physicians who organized this society were 
men of intelligence and intellectually trained. Most 
of them were college graduates. 


These eminent 


and illustrious men who preceded us left a heritage 
which we could well strive to emulate, and while 
they did not attain the scientific achievements 


which prevail today, they left us an example of . 


excellence which is worthy of imitation. 

“Those pioneers in the practice of medicine were 
more than physicians to their people: they were 
their friends and counsellors to whom their patients 
poured out all their troubles, both mental and physi- 
cal. They were their father confessors to whom they 
applied in times of distress and affliction, and at the 
hour of death and sadness, who consoled them as no 
others could. 

“Alas, the old family physician is fast disappear- 
ing. His place is now filled by the man of science 
who diagnoses our ailments with instruments of 
precision. Personal contact is lacking; the implicit 
confidence is gone. Our medical service is now sold 
like cloth over the counter at so much per yard. 
The modern physician well remembers that he has 
a fee to receive; he sometimes forgets that he has 
a duty to perform. 

“Picture in your imagination, you younger mem- 
bers of the profession, the obstacles encountered in 
the practice of medicine fifty or seventy-five years 
ago and contrast them with the conditions as they 
exist today. Then the physician depended almost 
exclusively on his own resources, his diagnostic 
skill or his keen observation. Of modern helps he 
had few. The thermometer, the stethoscope, his ob- 
stetric forceps and an armamentarium of the 
crudest surgical instruments were his stock in 
trade. All the instruments with which the physi- 
cian is now equipped were lacking. Specialism had 
hardly come into vogue. Consultations were few 
and far between. The modern hospital, with all the 
latest equipment for refined diagnosis and treat- 
ment was unknown or was only available in the 
larger cities. 

“But the fathers who were the founders of this 
society understood the art, if not the science of 
medicine as well, if not better, than we do now. 
Then intimate contact with their patients in their 
daily rounds, their intimate knowledge of all their 
frailties and idiosyncrasies enabled them to advise 
and to treat with intelligence, far beyond the powers 
of the ordinary physician of today. 

“Not many wonderful discoveries in medicine or 
surgery heralded their names, no sensational events 
in their lives were recorded. They pursued the even 
tenor of their ways, the family doctors beloved by 
all; their names will be revered and remembered 
long after the temporary fame of others has faded 
from our minds.. 

“There are many brighter lights today. There 
may be scintillating stars which adorn with their 
brilliancy the firmament of the medical profession, 
but none are held in more endearing love and es- 
teem than the humble physicians of whom we speak. 
When their spirit passed away to that mysterious 
beyond from whence no traveller returneth, a niche 
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hard to fill was vacant in the sphere they occupied. 

“The progress in the practice of medicine and sur- 
gery in the past half century has been marvelous. 
In line with the progress in the mechanical sciences, 
it has advanced by leaps and bounds. This has led 
to subdivisions in practice and these subdivisions 
we call specialties, and the physicians who practice 
these subdivisions are called specialists. In fact, 
these subdivisions have become so minute that every 
organ in the human body, almost every part of the 
human anatomy, is divided among a host of prac- 
titioners. (That reminds me of the story of a woman 
who went into the dentist’s office. She had an ach- 
ing tooth. The dentist ushered her in and asked 
the woman where the aching tooth was. The woman 
said, ‘It is my back tooth.’ ‘Oh,’ the dentist said, 
‘it is a molar.’ The woman said, ‘Yes, sir, it is 
a molar.’ The dentist said, ‘Well, you will have 
to get up out of the chair because I do not specialize 
in molars; my specialty is canines. You will have 
to go to a dentist who specializes in molars.’) That 
simply tells you something about what the specialist 
is coming to. 

“The practice of medicine and surgery is not an 
exact science like that, for instance, of mechanical 
engineering, or never can become one. When the 
Almighty created man, in his inscrutable wisdom, 
he endowed him with a physical body and a mind 
for the control of that body. They are not divisible; 
they cannot be separated; they depend one on the 
other; and in every physical ailment that affects 
a human being that mind, that rational faculty must 
be taken into consideration. 

“I venture to say that in one-third of all the pa- 
tients who consult a physician, the mental processes 
are involved wholly or in part; call this variation 
what you will—neurasthenia, neurosis, psycho-neu- 
rosis; it is there and perhaps is the only thing that 
demands treatment. And so, when I said the fathers 
of this society understood the art of the practice 
of medicine as well as, if not better than we do now, 
it was in reference to this. 


“Dr. Crile, of Cleveland, several years ago, made 
the statement that all neurotics should be allowed 
each year a vacation of three months from operative 
interference. 


“I will now take up the status of the General 
Practitioner. A most gloomy outlook is the predic- 
tion for the family doctor. Some believe he will dis- 
appear in a few short years. Others, that he is re- 
turning to prestige. When sixty per cent. of the 
output from our best medical schools signify their 
intention to enter the specialties, it looks rather 
dubious for the general practitioner of medicine. 

“There is a discussion going on in regard to the 
present status of the general practitioner, not only 
in the daily press and the current periodicals, but 
also in the medical journals. All agree without any 
qualification that he must be retained, that there is 
a necessity for his existence, but what that necessity 
is is not defined. 


“The public press criticizes him, the periodicals 
belittle him and the specialists look at him askance, 


except when he is providing for their means of live- 
lihood. The health board of our state is encroaching 
upon his prerogatives in the community. The hos- 
pitals, both public and private, almost ignore him. 
When he sends a paying patient to the hospital what 
takes place? Although there is an operating room 
expense, who does the assisting, who gives the ether 
in most cases? The nurse. The operating room 
expense goes for the benefit of the hospital and the 
nurse is used instead of the physician who sends 
the case in to the hospital. In a good many cases 
instead of the ether fee going to the physician who 
sends the case to the hospital, he gets absolutely 
nothing for his trouble. In fact, when his patient 
goes into the hospital he doesn’t even get the after- 
care of that patient, so of course his source of in- 
come, so far as this particular case is concerned, 
is obliterated. The practice of industrial medicine 
by some of the larger corporations abhors him, and 
so, with all this opposition, unless some new provi- 
sion, some fair understanding of his status is reached, 
eventually, in my opinion, he will disappear. 

“When all now training for medical practice enter 
the specialties, when industrial medicine for material 
gains enters the field, as many are now doing, when 
the State Board of Health establishes more and more 
diversified clinics, it certainly looks as though the 
general practitioner had reached the zenith and was 
fast declining, and whither is the trend and what 
the end, is a question. In my humble opinion, the 
outcome will be state and industrial medicine, but 
that would be socialism. And when that time ar- 
rives, not only will every physician, specialist or 
otherwise be employed on a salary contract, but 
even those connected with hospital staffs will be 
obliged to furnish their services, whether for paying 
or unpaying patients (in these institutions) and their 
recompense will be on a salary basis; even this so- 
called specialist will not be exempt. To a limited 
extent this is being done by the hospitals today. 

“For a solution of this question up to the present 
time no one has offered a remedy and therefore it 
would be beyond the ability of your humble servant 
to provide a solution. 

“Much has been said and disclosed in the press 
and current magazines of the high cost of medical 
care that exists today. They tell us that while the 
rich and the poor are provided for, for reasons that 
are obvious, the great mass of the medium class 
people are between Scylla and Charybdis or between 
the devil and the deep sea. 

“Not only are our hospital costs unbearable but 
the fees charged by specialists are excessive, although 
as to the fees of the specialists, the general practi- 
tioner has no quarrel. None but the surgeon him- 
self knows in most cases the ability required for the 
performing of an operation. 

“IT have the most profound admiration and a feel- 
ing almost akin to envy as I witness the skilled sur- 
geon operate. No martial music inspires him to 
action as it does the soldier on the march or the 
field of battle; no applauding audience surrounds 
him, hanging breathlessly on every word he utters, 
as it does the advocate or the orator on the plat- 
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form; no one marvels at his genius as he does at that 
of the civil engineer who builds some lofty structure 
which day after day mounts skyward. In the quiet 
of the operating room, no eyes gaze upon him or 
friendly voice urges him on, although life and death 
may hang on every movement. He pursues the even 
tenor of his way, without ostentation, and sometimes 
his only reward is in knowing of his work well 
done. 

“For three years now the Council of the Massa- 
chusetts Medical Society has discussed a solution 
of this question. In October of 1928, a committee 
was appointed to investigate all health, industrial 
and special clinics in the state, practising under the 
same code of ethics as does the individual physician 
of the Massachusetts Medical Society. Our late 
lamented Dr. Callahan was made the secretary of 
this committee and a report was rendered from time 
to time after extensive investigation, and at the an- 
nual meeting in June, 1929, a final report was ren- 
dered to the Council. In this report one of the rec- 
ommendations was that the district societies have 
jurisdiction over their members who served these 
clinics. They cited the fact, which was authentic, 
that in forty-four or forty-six states in the Union, 
this privilege was granted to district societies. Oth- 
er recommendations were also made, but the Council 
expunged not only the jurisdiction of the district 
societies but most of the other recommendations 
and the committee was automatically discharged. 
But the question would not rest. In October of the 
same year a new committee was appointed and from 
time to time this committee has rendered a report 
to the Council which was not accepted as satisfactory 
until their final report at the annual meeting last 
month and the committee then requested to be dis- 
charged. One of their recommendations reaffirmed 
that of the committee of which Dr. Callahan was 
secretary, but the recommendation was in the form 
‘that local difficulties should be met by local aggres- 
siveness on the part of the medical profession’. This 
phrase seems rather ambiguous, but in the body of 
the report the committee said that it believed that 
each district medical society was better qualified 
to deal with its own problems and recommended only 
‘that such dealings may be based upon the general 
considerations made in this and its former report’, 
so that here we have really the same agreement on 
one particular recommendation. 

“I believe that district and local medical socie- 
ties should direct more attention to matters of this 
kind; that this subject in particular should be 
brought to the attention of the members and a free 
discussion should be allowed. Of course, it is be- 
yond my scope to solye a question so weighty and 
so diversified as this question appears to be. But 
I believe, as my own opinion, that the general 
practitioner should demand, first, that more dis- 
crimination be exercised between the people who 
are treated in hospitals and clinics. He should de- 
mand that those patients who can afford to pay 
should be refused treatment and referred back to 
a private physician; their own physician if they 


have one, or any private physician. The clinics may 
object to a recommendation of this kind on the basis 
that they are unable to find out whether all the 
people who apply for treatment can or cannot af- 
ford payment. I believe a clerk or clerks should be 
employed whose sole duty should be to investigate. 
Secondly, that in hospital clinics and other public 
clinics, no fee should be charged whatever at the 
out-patient department; either the patient is a char- 
ity case or the patient is not a charity case. Some 
of our hospitals are now depending for the increase 
of their revenue on charging what they consider a 
nominal fee to each patient for diagnosis or treat- 
ment. No operations should be done by the whole- 
sale for a nominal fee, as for example, tonsillec- 
tomy. If charity cases apply, treat them as charity 
cases and refer the others to a private physician. 
Recently in his address at the dinner of the Massa- 
chusetts Medical Society, our governor criticized the 
Commissioner of Health for being too eager to im- 
pose health clinics on the people. And he intimated 
that in so doing he was usurping the prerogatives of 
the physicians of the state. In his annual address 
before the society last month, Dr. Harvey Cushing 
took up the weapons in behalf of the general prac- 
titioner or the ‘family doctor’ as he called him and 
he told his audience, among other things, that he 
was a necessity in the community and that he 
should be upheld in every manner available.” 

Dr. McCarthy received a burst of applause after 
his very interesting speech. Dr. McNamara then 
announced that as there was no further business to 
come before the meeting a motion for adjournment 
would be in order. The meeting adjourned with a 
reception to the new President of the Massachusetts 
Medical Society, Dr. Halbert G. Stetson. The 
guests were introduced by Dr. McNamara and Dr. 
McCarthy. 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


Aug. 31- Se 4— Neurologists will meet in Berne, 
Switzerland. page 896, issue of April 23. 

September 2, 3, 4— American Academy of Physical 
Therapy. See page 215, issue of July 23. 

September 14-17—The American Public Health Associa- 
tion. See page 632, issue of March 19. 

September 22, 23, 24—The Clinical Congress of the 
Connecticut State Medical Society. See notice on page 
272, issue of July 30. 

October 5, 6, 7, 8—American Congress of Physical Ther- 
apy. See estos "on page 272, issue of July 30. 

BD nae 12-16—An Announcement of the Clinical Con- 

of e American College of Surgeons. See page 
Ti75,, issue of May 28. 

October 19-22—The Interstate Post Graduate Medical 
Apeocmation of North America. See page 1125, issue of 

ay 

October 19-30—Graduate Fortnight of the New 
Academy of Medicine. See page 1230, issue of June 

April 4-8, 1932—The American College of Physicians. 
See notice on page 1232, issue of June 4. 


York 
4. 


DISTRICT MEDICAL SOCIETIES 
Bristol North District Medical Soclety 
September 17—Details to be announced. 


